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DATE: FEBRUARY 7, 2013 

 

 

TO:             ICC MEMBERS AND COMMUNITY REPRESENTATIVES 

 

 

SUBJECT: FEBRUARY 28, and March 1, 2013 ICC MEETING   

 

 
The following is information regarding the February 28 and March 1, 2013 ICC Strategic 
Planning Meeting which will be held at the Department of Social Services in Sacramento.  
Directions, parking, and airport shuttle information to Department of Social Services are included 
in this notice.  WebEx connection information for the meeting is also included.  
 
Individuals who require accommodations in order to attend the meeting (i.e., assistive listening 
devices, interpreting services, material in alternative format) should notify Patric Widmann at  
(916) 654-3722 or pat.widmann@dds.ca.gov or call (916) 654-2054 (TDD) ten days in advance 
of the meeting.  The meeting location is accessible to individuals with disabilities.  Visit our 
website at www.dds.ca.gov/earlystart to view previous ICC meeting minutes and additional 
information about California Early Start. 
 
 

PROPOSED AGENDA 
 
 

DATE:  THURSDAY, FEBRUARY 28, 2013  Executive Committee Strategic 

TIME:   10:00 A.M. - 4:30 P.M.  Planning Meeting: 
  The ICC Executive Committee will 

review and discuss ICC planning    

LOCATION: Department of Social Services including unfinished standing   

                     744 P Street, OB-9, Room 1804 committee business, ICC priorities 

                     Sacramento, CA 95814  and standing committee structure  
    

                     
 

       DATE:    FRIDAY. MARCH 1, 2013   Full ICC Strategic Planning Meeting: 

             TIME:      8:30 A.M. - 1:30 P.M.   The ICC will hear reports from agency 
         representatives and receive public input. The  
         ICC will review the Strategic Plan developed 

   LOCATION:  Department of Social Services   by the Executive Committee and will vote on   

                         744 P Street, OB-8, Room 235/237   Action Item: Speech and Language  

                         Sacramento, CA 95814  Pathology Assistants (SLPA) Best Practice 
Guidance for Early Intervention. Future 
special presentations will also be discussed.  

 
     

 
 
 
 

 

http://www.dds.ca.gov/earlystart


 

INFORMATION TO ASSIST YOU WITH TRAVEL ARRANGEMENTS: 

 

 

 

MEETING LOCATION:   California Department of Social Services  

                            744 P Street                           

                 Sacramento, CA 95814 
 

Special Security Instructions: When entering the building please check-in with the security counter to 
register and receive an entry pass.  Please have proper photo ID, and ask for the State ICC Meeting 
2nd floor 
 
Please see Page 1 of this notice for building and room numbers 
 
 

Lodging Information:  Information may be obtained by contacting Anastacia Byrne-Reed, the ICC 
Coordinator at (916) 654-1590 or AReed2@dds.ca.gov.   
 
 

         I-5 North:  
Take I-5 North.  Take Q Street Exit.  Ramp will put you on Q Street.  California 
Department of Social Services is on P Street between 7th & 8th Streets 

 

I-5 South:  
Take I-5 South.  Take Q Street Exit, ramp will put you on Q Street.  The California Department of Social 
Services is on P Street between 7th and 8th Streets 

          

         FROM HWY 99 North:  
Take Business 80/Capital City Freeway split toward San Francisco.  Take I-5 North toward Redding.  Take 
Q Street Exit, ramp will put you on Q Street, California Department of Social Services is on P Street 
between 7th and 8th Streets.  
 
 

FROM HWY 50:  
Take the Business 80/Capital City Freeway split toward San Francisco.  Take I-5 North toward Redding. 
Take Q Street Exit, ramp will put you on Q Street, California Department of Social Services is on P Street 
between 7th and 8th Streets.  

 

 

PARKING:   
         Lot Parking: See $8.00 all day parking lot on Q & 7th Street, on 7th Street turn left in the alley; please 

         pay close attention to all signs and park ONLY in lot where ticket was purchased. 
 

         Street Parking:  There are 10 hour meters on streets Q, R, 7th and 8th; please be advised meters  
         only accept quarters at 12 minutes each.  You will need to have $8 in quarters to reach maximum   
         of 10 hours.  

 

 

VAN:  Super Shuttle 
         Reservations: 1-800-BLUE-VAN 

Super Shuttle is located directly outside the baggage claim area at each terminal.  Reservations 
are not required unless for large parties or private charters.  Go to the Super Shuttle service 
center, and purchase either a round-trip or a one way ticket.  

 

 

mailto:AReed2@dds.ca.gov


 

 

WebEx Instructions for joining 

the Executive Committee and ICC General Meetings: 

 
 
For those who cannot participate in person, the ICC Executive Committee Strategic Planning 
Meeting (Thursday, February 28, 2013 at 10:00A.M.) and the ICC General Strategic Planning 

Meeting (Friday, March 1, 2013 at 8:30a.m.) will be offered in the WebEx format.  Participants 

need to call into the teleconference line AND login and to view any online materials. 
 
To join the meetings by phone: 
 
Dial-in number:  (877) 413-2826 
Conference code:  7166875684  
 
To login to the WebEx online conference site  
go to https://wested.webex.com.  
 
Once logged in, you will see a list of meetings for that day.  Select the meeting name (ICC 
Executive Committee Meeting, February 28, 2013, or ICC Teleconference Meeting, March 1, 
2013. There is no password; just click on the link.  Enter your name, and you will access the 
WebEx conference.  
 

 Please contact Debbie Pollard at (916) 492-4011, or dpollar@wested.org, with any 
          logistical problems or issues. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

https://wested.webex.com/


 

 

CALIFORNIA INTERAGENCY COORDINATING COUNCIL 

“Together We Make A Difference” 

 

EASY TIPS for SUCCESSFUL WEBEX and CONFERENCE CALLS* 

 

PARTICIPANT COURTESIES  

1. Use a landline if possible for the least static interference. 

2. Avoid cellular and cordless phones.  The potential static and poor or broken connections reduce 
the sound quality for all conference call participants.  If you must use a cell phone, find a quiet 
location with excellent reception and limit moving around during the call. 

3. Know your phone’s features and how to use them.  Don’t wait until the call to figure them out. 

4. Turn off call waiting.  It’s very disruptive to the call.  Most call waiting features can be deactivated 
by pressing 70# or *70 before dialing the conference number.  (Check with your carrier.) 

5. Use the speaker feature on your phone only if the room is quiet and others in the room are 

participating on the call with you.  Speakerphones can add to the overall noise of the 
teleconference and create a hollow sound on the call.   

6. Choose a quiet location.  Avoid background noises such as a radio, TV, pets, or side 
conversations with others. 

7. Stay focused and participate on the call.  Avoid using this time to answer email, eat, clear off your 
desk, file papers, or talk to others. 

8. Be on time. 

9. Introduce yourself when you join the call.  If you join the call late, wait for a break in the 
conversation to announce that you’ve joined or until the moderator asks who joined. 

10. Introduce yourself each time you speak.  Not everyone will be familiar with your voice. 

11. Mute your phone (*6) if you are not participating at the time, need to talk to someone else, or 

need to leave the call for any reason.  Unmute your phone (#6) when you’re able to return to 

the call. 

12. Never put the call on hold.  Either mute your phone (*6) and unmute your phone (#6) to rejoin.  

Hang up and call in again if you must leave the call. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

FACILITATOR/CHAIRPERSON COURTESIES 

 

1. Be familiar with the audio controls. 

2. Start—and end—at the scheduled time. 

3. Have an agenda—preferably one that’s been distributed prior to the conference. 

4. Identify yourself when you first connect to the conference call. 

5. Identify yourself each time you speak.  Others may not know your voice.  Speak clearly and at a 
moderate speed. 

6. Take roll call at the conference start so that everyone knows who is involved and listening. 

7. Review the rules of etiquette and ask that each participant identify him or herself before 

speaking. 

8. Allow only one individual to speak at any given time during the conference. 

9. As much as possible, when appropriate, address questions to individuals by name. 

10. Mute the microphone or speakerphone (*6) if you must speak to others in the room with you 

during the conference.  Unmute by pressing #6. 

11. Address agenda items in their specified order. 

 
*Thank you to the Family Resource Center Network of California, the source for many of these tips, for 
sharing its teleconference etiquette. 
 
 



 

Interagency Coordinating Council 
On Early Intervention 

 
 

Mission Statement 
 
The mission of the ICC is to promote and enhance a coordinated family service system for 
infants and toddlers, birth to three years, who have a developmental delay or disability, and their 
families, utilizing and encouraging a family centered approach, family-professional partnerships, 
and interagency collaboration. 

 

The History of the ICC 
 
California has a long history of providing early intervention services to infants and toddlers, ages 
birth to 3 years old, and their families.  In the 1960s and 1970s, special education services for 
infants and toddlers were provided in public schools and funded through various local, state and 
federal sources.  With the advent of the Lanterman Developmental Disabilities Services Act in 
1982, California demonstrated its support of young children for prevention and early intervention 
services for infants with developmental disabilities through the regional center system.  This was 
a huge effort and viewed as a major investment in California’s children. 
 
In 1988, the first Interagency Coordinating Council (ICC) was developed to provide advice and 
assistance to the Department of Developmental Services regarding implementation of a 
coordinated early intervention system in California.  In 1993, after five years of state and local 
planning activities in preparation for full implementation of Part C of the Individuals with 
Disabilities Education Act (IDEA), the Governor signed the California Early Intervention Services 
Act (CEISA: Title 14, Government Code, Section 95000 et seq.).  CEISA established state 
authority to enhance California’s early intervention service system to meet the new federal 
requirements under Part C.  It was CEISA that assigned DDS as lead agency in collaboration 
with California Department of Education (CDE).  Other collaborative partners involved in the ICC 
include Department of Mental Health (DMH), Department of Social Services (DSS), Department 
of Alcohol & Drug Programs (DADP), Department of Managed Healthcare (DMHC), and First 5 
of California. 
 
Although the early intervention landscape has changed over the years in California, the ICC has 
continued to follow and advise and assist DDS on the state of the early intervention community.  
The changes have included amendments to CEISA which included the addition of provision of 
family support services by Early Start Family Resource Centers (FRCs) which include, but are 
not limited to, parent-to-parent support, information dissemination and referral, public 
awareness, family-professional collaboration activities and transition for families.  CEISA also 
clarified state coordination and collaboration with families and communities, service coordinator 
competencies and caseload size, evaluation and assessment, parent rights, referral to local 
FRCs and monitoring efforts.  Lastly, CEISA was also amended to clarify that the Part C 
program is based on existing systems and that regional centers must comply with the 
Lanterman Developmental Services Act including regulations related to vendorization and rate 
setting as long as the application of state law does not conflict with early intervention statute. 
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STATE INTERAGENCY COORDINATING COUNCIL 
THURSDAY, FEBRUARY 28, 2013 

 
Strategic Planning Meeting..……....................................………0:00 a.m. – 4:30 p.m. 
 
 

FRIDAY, MARCH 1, 2013 
AGENDA 

 
 

1. Introductions and Announcements……8.30 a.m.….Theresa Rossini, Acting Chair 

2. Agenda Review………………………………………...Theresa Rossini, Acting Chair 

3. Approval of November 16, 2012 Minutes……………Theresa Rossini, Acting Chair 

4. Chair’s Report…………………………………………..Theresa Rossini, Acting Chair 

5. ICC Staff Report……………………………………………...…Anastacia Byrne-Reed 

6. ICC Member Recruitment Update……………………Theresa Rossini, Acting Chair 

7. Action Item:  

         Speech & Language Pathology Assistant Best 

            Practices Guidelines for Early Intervention…….……..…Elaine Fogel Schneider 

8. Strategic Plan: ICC Priorities & Committee  

            Structure………………………………………………..Cheryl Treadwell, Facilitator  

9. Public Input………..10:00 a.m. ……...Interested Parents & Members of the Public 

10. Family Resource Center Network of CA Report………………………..Linda Landry 

11. Agency Reports: 

 Department of Developmental Services…………………………….Don Braeger 

 Department of Social Services…………………………….….…Cheryl Treadwell 

 Department of Health Care Services…….………………...... Jill Abramson, M.D. 

 Department of Managed Health Care………………………………Susan Burger  

 Department of Public Health…………………………….….…….…………Vacant 

 Department of Alcohol & Drug Programs………………………………… .Vacant 

 Department of Mental Health…………………………………………..……Vacant 

 First 5 California…………………………………………………….Renee Hawkins 

 California Department of Education-Special Education………….……….Vacant 

 California Department of Education 
                 -Office of Homeless Education…………………………Leanne Wheeler 

12. Other Business……………………………….…...……Theresa Rossini,  Acting-Chair 

13. Adjournment …………1:30 p.m…….….……..............Theresa Rossini, Acting-Chair 
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ICC Contact List 
 
 
 
 

Name E-Mail Address Telephone Fax SC 
Jill Abramson Jill.Abramson@dhcs.ca.gov (916) 327-2487 (916) 327-1123 QDC 

Brigitte Ammons bobammons@att.net (213) 427-8747 (213) 427-8767 PTC 

Tony Anderson Tony@thearcca.org (916) 552-6619 (916) 441-3494 PTC 

Debbie Benitez dbenite@wested.org  (916) 492-4002 QDC 

Don Braeger Don.Braeger@dds.ca.gov (916) 654-3681 (916) 654-3255  

Susan Burger sburger@dmhc.ca.gov (916) 255-2384 (916) 255-2384 PTC 

Connie Moreland-Bishop cmoreland@farnorthernrc.org (530) 222-8795 (530) 222-4994 QPC 

Fran Chasen Fchasen.ci@juno.com (310) 452-1142 (310) 452-7229 QDC 

Terry Colborn terryc@myeasterseals.org (916) 485-6711 (916)-485-2653 CFOC 

Wanda Davis wdavis@firstfivecc.org (925) 771-7428 (925) 771-6083 QDC 

Toni Doman hearttohandfrc@gmail.com (760) 935-4602 (760) 935-4602 PTC 

Michele Donahue Michele.donahue@dds.ca.gov (916) 654-1952 (916) 654-3255 CFOC 

Arleen Downing drarleen@sbcglobal.net (714) 541-4684 (714) 541-3709 QDC 

Stephanie Pringle-Fox sjpfox@hotmail.com (916) 729-0301  PTC 

Edward Gold golded@comcast.net (510) 524-2670 (510) 528-2679 QDC 

Jennifer Griffin jenagrif@verizon.net (805) 967-0371  QDC 

Susan Graham Susan_Graham@heartsfrc.org (661) 328-9055 X304 (661)-328-9940 QDC 

Rachel Hagans rhagans@cvrc.org (559) 738-2264 (559) 738-2265 CFOC 

Patsy Hampton phampto@wested.org (916) 799-3211 (916) 492-4002 PTC 

Gretchen Hester gmariehester@yahoo.com (510)-725-2080  QDC 

Laurie Jordan ljordan@tri-counties.org (805) 288-2544 (805)-988-9521 PTC 

Monica Mathur-Kalluri mmathur@WestEd.org (916) 505-2273 (916) 492-4002 QDC 

Linda Landry lindajoyla@aol.com (323) 255-0354 (323) 258-7539 QPC 

Kay Lowrance sklowrance@aol.com (530) 226-5129 (530) 226-5141 QPC 

Mara McGrath Mara1254@comcast.net (510) 540-8293 (510) 540-8293 PTC 

Angela McGuire amcguir@wested.org (916) 320-0404 (916) 492-4002 QPC 

Robin Millar millarrp@ah.org (805) 955-8120 (805) 527-7183 PTC 

Peter Michael Miller Peter.miller@ucsf.edu (415) 454-6614 (415) 454-6614 CFOC 

Shane Nurnberg shane@rfenc.org (530) 226-5129 (530) 226-5141 QDC 

Marty Omoto martyomoto@rcip.com (916) 446-0013 (916) 446-0026 CFOC 

Lois Pastore lapastore@cox.net (858) 292-3801 (858) 569-5394 QDC 

Elise Parnes Elise.parnes@dds.ca.gov (916) 654-1605 ((916) 654-3255 QDC 

Erin Paulsen erin.paulsen@dds.ca.gov (916) 654-2977 (916) 654-3255 PTC 

Kristine Pilkington kristnepilkington@hotmail.com (805) 698-2479 (805) 682-0041 QPC 

Marie Kanne Poulsen mpoulsen@chla.usc.edu (323) 361-3819 (323) 361-8305 QPC 

Anastacia Byrne-Reed AReed2@dds.ca.gov (916) 654-1590 (916) 654-3255 PTC 

Virginia Reynolds vreynol@WestEd.org (916) 654-4016 (916) 492-4002 QPC 

Theresa Rossini Jross1223@aol.com (209) 544-2364  (209) 529-1908 EC 

Nancy Grosz Sager nsager@cde.ca.gov (916) 327-3868 (916) 445-4550 PTC 

Beverly Morgan-Sandoz morgansandoz@yahoo.com (626) 396-9043   QPC 

Debbie Sarmento debrasarmento@comcast.net (916) 962-0832 (916) 962-0493 CFOC 

Elaine Fogel Schneider drelaine@touchtime.org (661) 940-5556 x131 (661) 945-7553 PTC 

Sherry Torok storok@projects.sdsu 619) 594-7416 (858) 268-4275 CFOC 

Cheryl Treadwell Cheryl.Treadwell@dss.ca.gov (916) 651-6020 (916) 651-6239 CFOC 

Carmen Vasquez cvasquez@elarc.org (626) 299-4709 (626) 299-4798 CFOC 

Carolyn Walker cwalker@wested.org (916) 492-4016 (916) 492-4002 EC 

mailto:Jill.Abramson@dhcs.ca.gov
mailto:bobammons@att.net
mailto:Tony@thearcca.org
mailto:dbenite@wested.org
mailto:Don.Braeger@dds.ca.gov
mailto:sburger@dmhc.ca.gov
mailto:cmoreland@farnorthernrc.org
mailto:Fchasen.ci@juno.com
mailto:wdavis@firstfivecc.org
mailto:hearttohandfrc@gmail.com
mailto:Michele.donahue@dds.ca.gov
mailto:drarleen@sbcglobal.net
mailto:sjpfox@hotmail.com
mailto:golded@comcast.net
mailto:jenagrif@verizon.net
mailto:Susan_Graham@heartsfrc.org
mailto:rhagans@cvrc.org
mailto:phampto@wested.org
mailto:gmariehester@yahoo.com
mailto:ljordan@tri-counties.org
mailto:mmathur@WestEd.org
mailto:lindajoyla@aol.com
mailto:sklowrance@aol.com
mailto:Mara1254@comcast.net
mailto:amcguir@wested.org
mailto:millarrp@ah.org
mailto:Peter.miller@ucsf.edu
mailto:shane@rfenc.org
mailto:martyomoto@rcip.com
mailto:lapastore@cox.net
mailto:Elise.parnes@dds.ca.gov
mailto:erin.paulsen@dds.ca.gov
mailto:kristnepilkington@hotmail.com
mailto:mpoulsen@chla.usc.edu
mailto:AReed2@dds.ca.gov
mailto:vreynol@WestEd.org
mailto:JRoss1223@aol.com
mailto:nsager@cde.ca.gov
mailto:morgansandoz@yahoo.com
mailto:debrasarmento@comcast.net
mailto:drelaine@touchtime.org
mailto:storok@projects.sdsu
mailto:Cheryl.Treadwell@dss.ca.gov
mailto:cvasquez@elarc.org
mailto:cwalker@wested.org
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Name E-Mail Address Telephone Fax SC 
Renee Webster-Hawkins Renee.hawkins@ccfc.ca.gov (916) 263-1313 (916) 263-7465  

Julie Kingsley Widman kingjul@sdcoe.net (760) 761-5577 (760) 510-3995  CFOC 

Leanne Wheeler lwheeler@cde.ca.gov (916) 319-0383 (916) 319-0123  

Patric Widmann Pat.widmann@dds.ca.gov (916) 654-3722 (916) 654-3255 QPC 

 

 
 
 
 
 
 
 
 

Full ICC Roster Information can be found at: 
http://www.dds.ca.gov/EarlyStart/ICCRosters.cfm 

 

mailto:Renee.hawkins@ccfc.ca.gov
mailto:kingjul@sdcoe.net
mailto:lwheeler@cde.ca.gov
mailto:Pat.widmann@dds.ca.gov
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2013 DEADLINES FOR ICC MEETING MATERIALS 
 

 

ICC MEETING ACTIVITY 
ALL MATERIALS ARE SUBMITTED TO ANASTACIA BYRNE-REED 

(AREED2@DDS.CA.GOV) AND/OR PATRIC WIDMANN 

(PAT.WIDMANN@DDS.CA.GOV) 
 

2013 MEETING DATES 

 
FEBRUARY 28 

       & MARCH 1 
 

 
MAY 

16 & 17 
 

 
SEPTEMBER 

19 & 20 

 
NOVEMBER 

14 & 15 
 

  

ALL MINUTES (PRIOR MEETING NOTES) & DOCUMENTS 
(This includes all minutes and notes, handouts, work plan 
updates, agendas, electronic reports from each Department)  
 
2 WKS AFTER ICC  
 

 
12/03/2013 

 
 

 
03/15/2013 

 
 

 
05/31/2013 

 
 

 
11/29/2013 

 
 

DEVELOPMENT OF ICC/EC AGENDAS: 
45 DAYS PRIOR TO ICC 
 

 
01/18/2013 

 
04/02/2013 

 
08/05/2013 

 
10/02/2013 

MASTER CALENDAR ITEMS 
 
 

01/18/2013 04/02/2013 08/05/2013 10/02/2013 

ACTION ITEMS (30 DAY NOTICE!!) 
 

01/28/2013 04/16/2013 08/19/2013 10/14/2013 

PUBLIC NOTICE TO DDS COPY CENTER/Posted on DDS 
website 
NO LATER THAN  30+5 DAYS PRIOR TO ICC 

 
01/28/2013 

 
04/16/2013 

 
08/19/2013 

 
10/14/2013 

PACKET DUE DATES:  Final Packet Preparation   

 Don’s Message 

 Final ICC minutes and agenda 

 Final EC minutes and agenda      
1 WK PRIOR TO COMPLETED PACKET 

 

 
 

01/28/2013 

 
 

04/16/2013 

 
 

08/19/2013 

 
 

10/14/2013 

 

mailto:AReed2@dds.ca.gov
mailto:pat.widmann@dds.ca.gov
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ACTION ITEM 
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ACTION ITEM DETAIL SHEET 

STATE ICC 
 

Committee      Item   
       Quality Service Delivery Systems     X   Action 
  _   Public Awareness            Consent 
  _   Integrated Services and Health           Discussion 
  _   Family Resources and Supports  ____Information 
  X   Executive Committee 

 
 

Date: November 16, 2012 
To: ICC  
From: Executive Committee  
 
 
 

Title 
Speech & Language Pathology Assistants Best Practice Guidelines for Early 
Intervention Services  
 

Background/Discussion 
Currently, there is no guidance within regulation that dictates the appropriate use of 
Speech and Language Pathology Assistants (SLPAs) in the field.  This lack of clear 
guidance has created uncertainty on the appropriate use of SLPAs in the regional 
center system and the Early Start community at large. The Speech & Language 
Pathology Assistants Best Practice Guidelines for Early Intervention Services was 
developed as a recommended best practices tool for use by the Department of 
Developmental Services and regional center system to clarify the proper use of SLPAs; 
therefore, maximizing SLPAs to their full potential.      
 
 
 

Recommendation 
Approve best practices.  

 

 

Possible Actions 
1. Approve 
2. Approve with amendments 
3. Reject 
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Speech Language-Pathology Assistants 

 

Guidelines for Early Intervention Services 
 

The following information was obtained from the California Business Code, Title 16, and 

ASHA Position Statement 2004.  Please see Sources listed at the end of this document. 

 

 

A Speech Language Pathology Assistant (SLPA) has met the requirements set forth by the 

California Business and Professions Code for Speech-Language Pathology Assistants.  To be 

eligible for registration by the Board as a SLPA, the applicant must possess the following 

qualifications: 

 An associate of arts or science degree from a SLPA program accredited by the 

Accrediting Commission of Community and Junior Colleges, Western Association of 

schools and Colleges, and approved by the Board or evidence of completion of a 

bachelor’s degree program in speech pathology or communication disorders. 

(For further detail on the associate and bachelor degree requirements refer to Title 16 

CCR Section 1399.170.11). 

 

 

All SLPA’s working in the field of early intervention shall embrace the Foundational 

Principles for all Early Intervention Team Members  

 

These foundational principles reflect core beliefs, values and the shared vision and intent of 

IDEA, Part C and the California Early Start service system. 

 

1. Practices shall be family-centered. 

2. Practices shall be relationship-based. 

3. Practices shall be culturally responsive. 

4. Practices shall be collaborative and interdisciplinary. 

5. Practices shall be responsive to child developmental risk and protective factors. 

6. Practices shall adhere to professional and ethical standards. 

 

 

Duties that the SLPA’s are able to perform 

 

The SLPA may provide direct treatment assistance to children and families under the supervision 

of a speech-language pathologist in the child’s natural environment to the maximum extent 

appropriate unless there is a justification in the IFSP stating why the early intervention service 

will not be provided in the natural environment. 

 

The SLPA is considered a Specialized Consultant Assistant in the Early Start Personnel Model. 

 

1. Conducting speech-language screening, without interpretation, and using age-appropriate 

screening protocols developed by the supervising SLP (Speech Language Pathologist). 

2. Following and implementing documented treatment plans or protocols developed by a 

supervising SLP. 

3. Documenting progress toward meeting established child and family outcomes and 

reporting the information to a supervising SLP. 
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4. Assisting a SLP during assessments, including, but not limited to, assisting with formal 

documentation, preparing materials, and performing clerical duties for a supervising 

SLP. 

5. When competent to do so, as determined by the supervising SLP, acting as an interpreter 

for non-English speaking families. 

6. Scheduling activities and preparing charts, records, graphs, and data. 

7. Performing checks and maintenance on equipment including, but not limited to, 

augmentative communication devices. 

8. Assisting with speech-language pathology research projects, in-service training, and 

family or community education. 

 

 

SLPA supervision 

 

The SLPA is supervised by the licensed (and/or credentialed) speech-language pathologist under 

the following definitions of supervision: 

 

“Direct Supervision” means on-site observation and guidance by the supervising speech-language 

pathologist while a clinical activity is performed by the speech-language pathology assistant. 

 

“Immediate Supervision” means the supervising speech-language pathologist is physically 

present during services provided to the child and family by the speech-language pathology 

assistant. 

 

 “Indirect supervision” means the supervising speech-language pathologist is not at the same 

location or physical space or in close proximity to the speech-language-pathology assistant, but is 

available to provide supervision by electronic means.  Indirect supervision activities performed 

by the supervising speech-language pathologist may include but are not limited to, demonstration, 

record review, review and evaluation of audio or video-taped session, interactive television, and 

supervisory conferences that may be conducted by telephone or electronic mail. 

 

“Supervision” means the provision of direction and evaluation of the tasks assigned to a speech-

language pathology assistant. Methods for providing supervision include direct supervision, 

immediate supervision, and indirect supervision.  

 

 

Early Intervention duties of a SLPA that require specific supervision 

 

Types of supervision required for duties performed by a speech-language pathology assistant in 

early intervention include: 

 

1. Duties performed by the SLPA that require immediate supervision may include, but are 

not limited to, any direct activity with the child and family involving medically fragile 

infants or toddlers.  In such instances, the SLPA shall act only under the direction of the 

supervisor. 

2. Duties performed by the SLPA that require direct supervision may include but are not 

limited to, any new screening or treatment activity that the assistant has been trained to 

perform by the supervisor, but has not yet been performed by the SLPA in direct care. 

3. Duties performed by the SLPA under indirect supervision are provided in the child’s 

natural environment unless a justification is provided and may include, but are not 

limited to, the following: 
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a. Screening or treatment activities where the supervisor has previously given 

instruction as to how to perform the task, has observed the assistant in the 

conduct of these activities, and is satisfied that the activities can be competently 

performed by the SLPA, i.e. imitation, turn-taking routines, following directions, 

labeling, generalization or carryover activities. 

b. Clerical tasks such as record keeping, materials preparation, scheduling, 

equipment maintenance, and 

c. Other non-client care activities. 

 

 

Percentage of supervision 

 

During the initial 90-Days:  

 

The SLP will provide supervision at least 30% direct and indirect weekly of the SLPA’s 

workweek, for the first 90 workdays. Direct supervision should be no less than 20%.  Indirect 

supervision should be no less than 10%. 

The supervising SLP will include early intervention modeling and strategies for the SLPA that 

will support their work with young children and families receiving early intervention services 

within the SLPA’s scope of practice. 

 

After the initial 90-days: 

 

Supervision may be adjusted.  The minimum is 20% supervision weekly of the SLPA’s 

workweek, with no less than 10% being direct supervision. 

 

Supervision days and time of day may be alternated to ensure that all children and their families 

received some direct contact with the SLP at least once every 2 weeks. 

 

The supervising SLP co-signs all formal documentation and informal progress notes.  

 

The supervising SLP will provide continued mentorship and modeling for the SLPA in the 

principles of providing early intervention services for young children and families. 

 

 

Activities, duties, and functions outside the scope of responsibilities of a SPLA 

 

      A SLPA may not conduct evaluations, interpret data, alter treatment plans, or perform any 

task without the express knowledge and approval of a supervising speech-language pathologist  

 

(a) Participate in parent conferences, case conferences, or inter-disciplinary team conferences 

without the supervising speech-language pathologist or another speech-language pathologist 

being present; 

(b) Provide counseling or advice to a family which is beyond the scope of the /infant-toddler’s 

treatment; 

(c) Sign any documents in lieu of the supervising speech-language pathologist, i.e., treatment 

plans, client reimbursement forms, or formal reports; 

(d) Discharge the infant or toddler from services; 
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(e) Make referrals for additional services; 

(f) Unless required by law, disclose confidential information either orally or in writing to anyone 

not designated by the supervising speech-language pathologist; 

(g) Represent himself or herself as a speech-language pathologist; and, 

(h) Perform procedures that require a high level of clinical acumen and technical skill, i.e., vocal 

tract prosthesis shaping or fitting, vocal tract imaging, and oropharyngeal swallow therapy with 

bolus material. 

NOTE: Authority Cited: Sections 2531.95 and 2538.1(a), Business and Professions Code. 

Reference Cited: Section 2538.1(b)(3), Business and Professions Code. 

 

 

Continuing education 

 

The supervising SLP is required to have 6 hours of continuing education in supervision training 

prior to commencement of supervision.  Following the initial 2-year period, 3 hours in 

supervision training are required every 2 years. 

 

The SLPA is required to have 12 hours of continuing education every 2-year period 

(state/regional workshops, formal in-service presentations, and/or independent study).  

 

 

 

Sources 

 

American Speech-Language and Hearing Asssociation. (2004). Guidelines for the training and 

supervision of speech-language pathology assistants (Guidelines). 

http://www.asha.org/docs/html/GL2004-00054.html 

 

American Speech-Language and Hearing Asssociation. (2004). Training, use, and supervision of 

support personnel in speech-language pathology (Position Statement) 

www.asha.org/policy 

 

California Speech-Language Pathology and Audiology Board.(2011). Excerpts from the 

California Business and Profession Code of Speech-Language Pathology Assistants. 

http://www.slpab.co.gov/applicants/assistant.shtml 

 

Qualified Personnel Committee of the California Interagency Coordinating Council on Early 

Intervention, the California Early Start Personnel Manual Work-group and the California Early 

Start Personnel Manual Stakeholder Group. (2010).  Early Start Personnel Manual. Sacramento, 

CA:  WestEd Center for Prevention and Early Intervention. 

 

Title 16 California Code of Regulation (CCR), Sections 1399.170 - 1399.170.20.1 

 

 

 

 

 

http://www.asha.org/docs/html/GL2004-00054.html
http://www.asha.org/policy
http://www.slpab.co.gov/applicants/assistant.shtml
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INTERAGENCY COORDINATNG COUNCIL ON EARLY INTERVENTION   
TELECONFERENCE 

GENERAL COUNCIL MEETING 
 

Friday, November 16, 2012 
 
 
MEMBERS PRESENT 
Theresa Rossini,* Acting Chair 
Don Braeger, Designee for the Director (DDS) 
Arleen Downing, M.D. 
Gretchen Hester* 
Linda Landry* 
Marie Kanne Poulsen, Ph.D 
Elaine Fogel Schneider, Ph.D 
Cheryl Treadwell, Designee for the Director (DSS) 
Galynn Thomas, Designee for Jill Abramson (DHCS) 
 
 
MEMBERS ABSENT 
Susan Burger, Designee for the Director (DMHC) 
 
 
OTHERS PRESENT 
Anastacia Byrne-Reed,* ICC Coordinator, DDS 
Angela McGuire,* WebEx Host, WestEd 
Carolyn Walker, ICC Recorder, WestEd 
Patric Widmann, ICC Supervisor, DDS 
 
 
Refer to Attachment A for a list of other attendees. 
 
 
*Parent 
 
 
CALL TO ORDER 
Theresa Rossini called the meeting to order at 8:30 a.m. 
 
 
OPENING ROLL CALL  
WestEd took the roll call. 
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INTRODUCTIONS AND ANNOUNCEMENTS 
Theresa Rossini called members’ attention to muting their lines and indicated the 
meeting agenda begins on page 1 of the packets. 
 
AGENDA REVIEW 
The agenda was approved with the following revisions: 

 The special presentation planned for today by Dr. Robin Hansen of the UC 
Davis MIND Institute was cancelled due to an emergency and will be 
rescheduled. 

 Prevention Resources and Referral Services (PRRS) will be the subject of 
the special presentation. 

 The format of the February 2013 meeting and strategic planning were 
added to Other Business. 

 
 
APPROVAL OF SEPTEMBER 7, 2012 MEETING MINUTES 
The minutes were approved with the following revision: 
 
Add to the Executive Committee Report that a lively discussion ensued about 
whether the November 2012 meeting should occur if it could not be face-to-face. 
 
Theresa requested, and DDS agreed, that meeting minutes should go to the 
Chair for review before being distributed to the membership at large, as has 
always been the case in the past. 
 
 
EXECUTIVE COMMITTEE REPORT 
Marie Kanne Poulsen thanked ICC’s partners at DDS and WestEd for their 
contributions to the Executive Committee.  Marie reported the following:  

 Elaine Fogel Schneider shared that the Speech and Language Work Group 
is reviewing feedback it received on its Guidelines for Speech Language 
Pathology Assistants for Early Intervention Services and will present the 
guidelines to the ICC as an action item at the February 2013 meeting.    

 Don Braeger gave the DDS status update, focusing on travel for meetings 
and the Part C application. 

 Don introduced DDS’ Assistant Deputy Director, Jim Knight, who informed 
the Council that they would be able to meet face-to-face for the February 
2013 meeting and that it would be important to have a quorum present. 

 The Under-Representation and Outreach Workgroup has completed the 
recruitment packet which has been disseminated to ICC members and 
community representatives. The recruitment packet  is on the DDS website. 

 Marie led a discussion on the need for proactive recruitment of parents and 
professionals, particularly those with children under the age of 12 and under 
the age of 6, as new ICC members in order to be compliant with federal 
requirements. 
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 Marie stressed the importance of having the Governor’s Office take 
responsibility for making appointments to the ICC.   Refer to the Executive 
Committee minutes for detail on recruitment efforts.   

 
 
CHAIR’S REPORT 
Theresa thanked members for their commitment in attending teleconference 
meetings.  She sent an email to DDS Assistant Deputy Director Jim Knight 
thanking him for attending yesterday’s executive committee meeting and invited 
him to attend the February 2013 meeting. 
 
 
ICC STAFF REPORT 
Anastacia Byrne-Reed reported that the revised ICC web page is with DDS 
management for review.   Feedback from the ICC membership largely included 
fine-tuning of the language and requests for more diversity in the photos.  DDS 
may have the new website completed by March 2013. 
 

On October 5, 2012, the Technical Assistance & Dissemination (TA&D) Network 

hosted a webinar to educate State Advisory Panels and Interagency 

Coordinating Councils on results-driven accountability (RDA).  The IDEA requires 

that the primary focus of IDEA monitoring be on improving educational results 

and functional outcomes for children with disabilities and ensuring that states 

meet the IDEA program requirements.    Ruth Ryder, Deputy Director of the 

Office of Special Education Programs (OSEP), presented information about this 

new approach and answered questions on RDA.  Stacie will distribute the link to 

the archived webinar for those interested.   

 
 
FAMILY RESOURCE CENTERS NETWORK OF CALIFORNIA REPORT 
Linda Landry reported the following: 

 The Family Resource Centers Network of California (FRCNCA) Steering 
Committee met monthly via conference call.  Under the auspices of the 
Capacity Building Grant from Strategies, FRCNCA began a review of its 
strategic plan that was developed in 2004.  They are reviewing the status 
of the goals and were pleased to be able to mark “Become voting member 
of the ICC” as a completed goal. 

 Outreach and collaboration activities included participation at the Early 
Start Technical Assistance Network, UC Davis MIND Institute Center for 
Excellence in Developmental Disability Consumer Advisory Committee, 
the UCLA Tarjan Center University Center for Excellence in 
Developmental Disability Consumer Advisory Committee,  Lanterman 
Coalition, California Network of Family Strengthening / Support Networks 
Training and Technical Assistance Collaborative, California Standards for 
Family Strengthening and Support Committee, California Family Resource 
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Association, California Strengthen Families Roundtable and ARC 
California Board of Directors.  

 The FRCNCA is participating in the California Employment Consortium for 
Youth and Young Adults with Intellectual and Other Developmental 
Disabilities .   

 The FRCNCA continued the implementation of PRRS.  

 A Southern California training was held in San Diego for FRCNCA 
Regions 5, 6, 7, 8 and 9 with over 30 PRRS staff representing 11 FRCs in 
attendance.    

 The first Northern California training for FRCNCA Regions 1, 2, 3 and 4 
was held in Sacramento at the Nonprofit Innovation Center where the 
FRCNCA is housed.  Twenty-four PRRS staff, representing 12 FRCs, 
were in attendance.   

 Monthly webinars are being held to provide training and technical 
assistance. 

 Bi-monthly PRRS calls continue to be held for all PRRS staff and provide 
a forum to ask questions, raise issues, express needs or make comments 
on general program, budget, data, outreach, training or other items related 
to PRRS. 

 Individualized technical assistance and training is ongoing. 

 The PRRS First Year Highlights handout and PowerPoint were presented 
at the Southern and Northern California regional meetings, and a webinar 
was held for those unable to attend. 

 FRCNCA continues to seek additional funding sources to maintain the 
coordination of the network.   

 
 
ACTION ITEM: PROPOSED ICC MEETING SCHEDULE FOR 2013 
Dates proposed for ICC’s 2013 meetings were unanimously approved: 

 
February 21 and 22, 2013 
May 16 and 17, 2013 
September 19 and 20, 2013 
November 14 and 15, 2013 

 
 
AGENCY REPORTS 
Department of Developmental Services - Don Braeger reported the following: 

Part C Application – The Department submitted the Part C Application in 
September.  OSEP returned the application on October 25, 2012  
requesting  additional information, primarily on the system of payments 
(specifically details about copays and deductibles for public insurance), 
evaluation and assessment and inclusion of special populations.   DDS will 
resubmit the application to OSEP this month.  Don clarified that there is no 
penalty for not having the application submitted by the original April 16, 
2012 deadline and further indicated that he does not anticipate delays in 



DRAFT-TO BE APPROVED 
 

16 
 

submitting the APR which is due in February 2013.  The Department has 
approved a face-to-face two day meeting for February.  

 
 
Department of Social Services-Cheryl Treadwell reported the following: 

 Budget Realignment   
A budget of $1.6 billion in child welfare funding was realigned to county 
social services and funneled into two subaccounts:  Behavioral Health and 
Protective Services.  Budget  Act 2012 SB 1013 chaptered all of the 
changes.  A fiscal superstructure was created that set up a specific fund, the 
Local Revenue Fund, which is now the channel through which counties will 
receive their funding.  Counties will now rely 100 percent on taxes and the 
economy. 

 
The DSS Adoption District Office feels a direct effect.  Some state agency 
district office adoption functions are shifting to counties that have expressed 
interest in doing their own adoptions.  Some state district offices will 
continue to do independent adoptions.  An official notice will be released 
when the final decisions are made. 
 

 No bills affecting young children are currently on the House or Senate floor. 
 

 Program Changes 
Katie A., et.al v Bonta Lawsuit affects foster children’s receipt of specialty 
mental health services and creates a system of care for mental health and 
child welfare services.  It includes children that have an open case of 
supervision at home and in care and entitles them to also receive mental 
health services that include screening and a referral to link to a provider or 
to county mental health for further assessment.  A practice model must be 
used that is based on family-centered values of needs, strengths, culture 
and community. 
 

 New Federal Requirements   
The federal Administration of Children and Families is focusing on 
promoting the social and emotional well-being of children and youth who 
have experienced maltreatment and are receiving child welfare services.  
The shift in focus is intended to provide guidance to states about how to 
organize activities around meaningful and measurable changes in social 
and emotional wellbeing for children.  States must:: 

o Include a description of the activities undertaken by the state to 
reduce the length of time young children, under the age of five, 
spend in foster care without a permanent family. 

o Include a description of the activities the state undertakes to 
address the developmental needs of children under the age of five 
who receive services. 
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o Monitor and treat emotional trauma associated with a child’s 
maltreatment and removal, in addition to other health needs 
identified through screenings.  DSS is partnering with Rady’s 
Children’s Hospital in San Diego, which received a federal grant to 
create a screening and assessment system to pilot a trauma tool 
for children in foster care with San Diego, Tulare, Mariposa and a 
fourth county yet to be selected. 

o Implement protocols for the appropriate use and monitoring of 
psychotropic medications. 

 

 Young Children in Foster Care and the Child Welfare Council 
A white paper is in the final stages of completion for the purpose of 
framing recommendations and awareness to the Child Welfare Council 
and public agencies on the importance of early care and early intervention 
for young children in foster care.  The next meeting with the Council’s 
Child and Youth Development subcommittee is December 12, 2012 in San 
Francisco at the Administrative Office of the Courts.  The committee will 
determine which recommendations to bring forward to the full council at 
the Child Welfare Council meeting in March.  All materials for the 
December meeting will be posted on the California Health and Human 
Services Agency’s website (www.chhs.ca.gov) under Initiatives. 
 

 Congregate Care Reform 
DSS convened a state work group to address reforming the group home 
and foster family agency systems to be more performance focused 
relative to the needs of children, youth and their families.  In addition, the 
work group will design how the program should drive the financing.  The 
goal is to reduce reliance on residential care as a placement but to shift its 
purpose as a resource in the continuum of care for all children.  A 
legislative report with recommendations is due in 2014. 
  

 Improving the Use of Psychotropic Medication Quality Improvement 
Project.  DSS and Department of Health Care Services have joined forces 
to implement a project that will address the use of psychotropic medication 
to address clinical strategies, alternatives to medication, and increase 
awareness regarding the use and side effects of such drugs on workers, 
foster families and youth.  The kick-off meeting was held on October 29, 
2013, where approximately 75 stakeholders came together to set the 
mission, goals and work group structure in motion.  The prevalence of 
psychotropic use among young children is very small, but it is known that 
if one is in a group home, one is more likely to be prescribed psychotropic 
mediations.  Anyone interested in joining this effort should contact Cheryl 
Treadwell at 916-651-6020 or cheryl.treadwell@dss.ca.gov. 

 
Discussions ensued regarding the concern of foster child advocates about 
oversight for the children and the need for statewide guidance regarding system 

http://www.chhs.ca.gov/
mailto:cheryl.treadwell@dss.ca.gov
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planning and quality of care, particularly as they relate to mental health and early 
brain development.  There is currently no state department that coordinates 
these concerns.   
 
Cheryl expressed that the new federal requirements have prompted a review of 
all related programmatic pieces, as the federal government is interested in the 
well-being of children, including a definition of how the state defines well-being.  
DSS is working closely with its county welfare directors to avoid fragmentation at 
the local level. 
 
Department of Health Care Services- Galynn Thomas, representing designee 
Jill Abramson, M.D., reported the following: 
DHCS is still working on the Healthy Families transition to Medi-Cal slated for 
2013 and is continuing to work on demonstration waivers for California Children’s 
Services (CCS) to be included in managed care plans.   
 
In response to numerous questions and a list of topics in which members are 
interested, Galynn committed to letting her office know that the ICC has 
requested a representative from DHCS community mental health to join the 
Council, and is requesting a name and contact information; and that the ICC 
requests a presentation on the transition of Healthy Families to Medi-Cal.  She 
will further let the appropriate physician in her Department know that the ICC 
would also like a presentation on the high-risk infant follow-up program. 
 
Galynn indicated that counties coming up for the transition from Healthy Families 
to Medi-Cal for the coming year are identified on the DHCS website,  
http://www.dhcs.ca.gov/Pages/default.aspx (select Hot Topics, then select 
Healthy Families Program Transition to Medi-Cal) or 
http://www.dhcs.ca.gov/services/Pages/HealthyFamiliesTransition.aspx. 
 
She also reported, that in its Systems of Care Division, DHCS is continuing to 
work on the renewal of the Partners for Children 1915-C waiver for home and 
community-based pediatric palliative care. 
 
 
Department of Managed Health Care 
No report available. 
 
Department of Public Health  
Vacant; no report available. 
 
Department of Alcohol & Drug Programs 
Vacant; no report available. 
 
 
Department of Mental Health 

http://www.dhcs.ca.gov/Pages/default.aspx
http://www.dhcs.ca.gov/services/Pages/HealthyFamiliesTransition.aspx
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Vacant; no report available. 
 
First 5 California 
Vacant; no report available. 
 
California Department of Education  
Vacant; no report available. 
 
 
PUBLIC INPUT 
Robin Millar, a community representative from Child Development Center, Simi 
Valley Hospital, congratulated the DDS team on its consistency and resilience in 
successfully putting together an in-person meeting for February 2013. 
 
Fran Chasen, a community representative from Children’s Issues and Answers, 
Santa Monica, noted an Infant Development Association (IDA) training 
opportunity on December 7, 2012 at San Fernando Valley Breakfast meeting of 
the Child Development Institute (CDI).  IDA will give an update on the status for 
early intervention vis-à-vis the recent presidential election and a look to the future 
with the implementation of California’s new budget. 
 
Julie Kingsley Widman, a parent and community representative from HOPE 
Infant Family Support Program, San Diego County Office of Education, asked 
whether a phone line could be established at the February meeting for those who 
cannot attend in person.  DDS will investigate and respond to the question in 
time for the meeting. 
 
 
SPECIAL PRESENTATION FOR ITCA PARENT LEADERSHIP AWARD 
Theresa Rossini, Vice Chair announced that Diane Simon Smith, who was 
awarded ICC’s Parent Leadership Award for 2012, is the recipient of the Infant 
Toddler Coordinators’ Association Parent Leadership Award.   Her award was 
announced at the OSEP Leadership Conference in Washington, D.C. in July 
2012.  Since she was not able to receive the award in person, we hope to 
present it to her at the February ICC meeting.  
 
 
PRESENTATION: PREVENTION RESOURCES AND REFERRAL SERVICES 
(PRRS) 
Susan Roddy, Director of the PRRS, gave an update on the first year of 
operations which is contracted with the FRCNCA through DDS (Attachment B for 
PowerPoint). 
 
Cheryl Treadwell is interested in a PRRS presentation for DSS’ caregiver 
network. 
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In response to questions about how PRRS learns about resources and whether 
families are satisfied with the services, Susan replied that PRRS is in the midst of 
an internal evaluation to study comments from phone calls about what is and is 
not working.   They have developed an informational placemat to assist with 
informing families about PRRS (Attachment C).   
 
Peter Michael Miller offered to introduce PRRS to District IX, which is the official 
body which represents California’s Pediatricians, who are members of the 
American Association of Pediatrics. 
 
 
OTHER BUSINESS 
Upcoming Proxy Vote on ICC Annual Activities 

 Theresa reminded members that the ICC annual activities report that 
everyone received will be sent via email as an action item for a proxy vote 
and is due in early December.  Every member of the council must respond 
when the ICC takes a proxy vote by email.  In light of that, it was decided 
that a follow-up email will be sent to those who do not respond.  Marie 
Poulsen will follow-up via phone, with Linda Landry as back-up, for those 
who are still not responding.   

 
ICC Recruitment 

 A discussion ensued regarding current State department vacancies on the 
ICC.  DDS indicated that it is looking at how to address this and 
collaborating with those departments that have vacancies to see how they 
can come to the ICC table. It was suggested by ICC members that the 
ICC send a certified letter to department directors requesting that a 
designee be appointed to the ICC.  Stacie will send an e-mail to the Chairs 
identifying the appropriate contacts for the certified letters. 

 

 Cheryl commented that the ICC must make the effort to bridge the gaps in 
relationships that were created when individuals leave the Council.  She 
offered to reach out to CDE’s Special Education Division. 

. 
 
Discussion of format for the February 2013 ICC meeting 
The following highlights were discussed regarding format and content for the 
February 2013 meeting. 

 The primary purpose and topic of the meeting will be strategic planning. 

 Cheryl Treadwell has agreed to facilitate the strategic planning discussion. 

 By January 4, 2013, each committee chair will survey their membership about 
the issues, topics, and unfinished business they would like to discuss and 
submit them to DDS who will compile the information and forward to the 
Executive Committee.   

 At the Thursday Executive Committee meeting, members will sort the list in 
preparation for strategic planning agenda. 
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 Thursday’s Executive Committee meeting will also include strategic planning. 

 The Executive Committee pre-meeting conference call the week before the 
Executive Committee meeting will be reinstated. 

 Elaine requested that the SLPA document be submitted as an action item at 
the February meeting. 
 
 

Miscellaneous 

 The Family Voices webinar is archived on the www.ca.org website. 

 It was suggested that DDS send an email to all community representatives to 
ask whether they are still interested in representing their communities on the 
ICC.   

 
 
CLOSING ROLL CALL 
WestEd took the closing roll. 
 
 
ADJOURNMENT 
Theresa adjourned the meeting at 10:54 a.m. 
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OTHER ICC GENERAL MEETING TELECONFERENCE PARTICIPANTS 
 

Friday, November 16, 2012 
 
 
 
Community Representatives 
Connie Moreland-Bishop 
Fran Chasen 
Toni Doman 
Laurie Jordan 
Robin Millar 
Peter Michael Miller 
Debbie Sarmento 
Julie Kingsley Widman 
 
 
Guests 
Susan Roddy, PRRS 
Galynn Thomas, DHCS 
Marcia Ehinger, M.D., DHCS 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department Liaisons 
Michele Donahue 
Michael Miguelgorry 
Erin Paulsen 
Elise Parnes 
 
 
WestEd 
Debbie Benitez 
Monica Mathur-Kalluri 
Angela McGuire 
Stephanie Myers 
Virginia Reynolds 
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ATTACHMENT B 

ACF 
.. 

U.S. DEPARTMENT OF HEAL ni AND HuMAN SERVICES 
... 

Administration on· Children, Youth and Families 

Administration 1. Log No: ACYF-CB-IM-12-04 .,2.Issuance Date: 04117 /20"12 
' .' 

for Children 3. Originating Office: Children's Bureau 

and Families 4. Key Words: Social and,emcitional well-being, tralima, screening and 
assessment, evidence-:-based and· eviden~e-jruormea practices. 

IN).l'ORMATIQN MEMORANDUM 

.) TO: State, Tribal and Territorial A.gendes A~inister~gpr:S~pervisihgthe Administration 6£ 
Titles IV-B and IV -E of the SoCial Security j\ct, Indian Tribes and Indian Tribal Organizations 

SUBJECT: Promoting Sociai and Emotional Well-Being for Children and Youth Receiving· 
Child Welfare Services ' · . ·._, . 

. '· 

: PURPOSE: To explain the Administration ~n Children, Youth and F~ilies prioritY to promote 
social and emotional well-being for children and youth receiving child wellare services, and to , 
encomage child welfare agencies .to focus on improving the behavioral and social-emotional 
outcomes fof children who have experienced abuse and/or neglect. 

LEGAL AND RELATED REFERENCES: Titles IV-B and IV-E ofthe Social SecmityAct; 
Child Abuse Prevention and Treatment Act; Child and Family Services Improvement and . 
Innovation Act . , · · . · · · · . 

INFORMATION: ~· .. 

I. ' Overview 
. . . 

\ 

The Administration on Children; Youth and Families (ACYF) is Joc~sed. q11 p~omciting the sod~l 
and emotional well-being of children arid youth who have experienced maitreatment1 and are .. · . 

·receiving .child welfare services. ·To focus on social and emotional well-being is to 11tte11d to 
children's behavioral, em.otional and social functioning- those skills, cap'acities, ai1d · 
characteristicstlw.t enable young people to understand ~nd navigate their world iri. healthy' 
positive. ways. While it is important to,consider the overall well-being of children who have . 

... . . .. . :, . . l 

experienced abuse and neglect, a focus on the social and emo~ional aspects of well-'bei'rtg can · 
significantly improve outcomes f(n; these children while they are re,ceiving child welfare services 
and after their cases have .closed. ACYF is organizing many of its ~c~ivith~&, arou+fd the 
promotion ofmefj.ili:ngfril ari.dmeasurable changes in social ap.d emotional wdl-beingJor 
chilclrenwho have experi~nced malti·eatment, trauma,· ansi/or exposure to violence. ' 

. . } . ·.. . 

1 The termsr"abuse and neglect" and "maltreatment" are used synon)ltt!Ously in this Information Memorandum: 
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The child welf().re system has made significant strides in recent years. Today, there are 27% 
·fewer children in foster care than there were in 1998 (USDHHS, ACF, ACYF, 2002-2011}. 
There are fewer children entering foster care and more exiting to permanency through : 
reunification, adoption, and guardianship. The system's integration of knowledge about the 
importance of family connections and stable, nurtUring relationships, as well as collaborative 
efforts among child welfare Fd other child-serving systems, made·these.advances possible. · 

However, there is a growing body of evidence indicating that while ensuring safety and 
achieving permanency are·necessaiy to weil-bdng, th.f:Y are not ·sufficient. Rese.arch that has 
emerged in recent years has suggested that most' ofthe. adv¢rse effects of maltreatment are' 
concenttat~d in behavioral, social; and emqtio:r;iai dqmaws. The problems that children develop 
in these areas have negative impacts that ripple across 'tb.elifespan, limiting children's chances to .. 
succeed in school; work, and relationships. ·Integrating these fmdings into policies, programs, 
and practices is the logical.next step for child welfare systems to increase the sophistication of 
their approach to improving outcomes forchilqren: and their families. 

There is also an emerging body of evidence for interventions that address the behavioraJ, social, 
and emotional impacts of maltreatment. By (a) anticipating the challenges that children wili 
bring with them when they enter the child welfare system, (b) rethinking the structure of services 
delivered throughout the system, and (c) de~scaling practices that are not achieving desired 
results while concurrently scaling up evidence-based interventions, meaningful and measurable 
improvements in child-level and system-level outcomes are possible. ' 

Increasing the focus on well-being is not a tnove away from the child welfare system's essentiaJ 
emphasis on safety arrd permanency; rather an integrated approach is needed. Policies, 
programs, and practices can improve childien's social and emotional functioning while 
concurrently worki.ng towards goals of reunification, guardianship, or adoption. Addressing the 
social.and emotional elements of[LJnctioning for children in foster care can even improve 
permanency outcomes~ For example, a study of adoption recruitment services dymonstt;ated .that, · 
in addition to intensive recruitment efforts, ensuring that children receive effective behavioraJ 
and mental health services is critical to facilitating a smoother transition to an adoptive home, 
and can decrease the chances of a disruption of an adoption (V andivere, Allen, Maim, 
Mckindon,'& Zinn, 201l). 

D. A Well-BeingFramework 
,,i 

There are many frameworks for understanding well-being ofchildren and youth. While these 
frameworks differ in minor ways, they generally identify similar domains·and definitions of· 
well-being. In an effort to understand what well-being looks like and how to support it for young 
people who have experienced maltreatment, ACYF has adapted a framework by Lou, Anthony, 
Stone, Vu, & Austin (2008). The framework identifies four basic domains of well being: (a) 
cognitive functioning, (b) physicaJ health and development, (c)rbehavioral/emotional 
functioning, and (d) soCial functioning. Aspects of healthy functioning within each domain are 
expected to vary according to the age or developmental status of children or youth.2 The 

2 Within each developmental category, refinement is·possible;.for example, for older youth;'job readiness and 
independent living skills are ~arkers of well-being during the transition to adulthood. . 

. . I . 
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framework also t~kes into account contextual factors, both internal and external to children, that 
may influence well-being. These include envirornnental supports, such as family income·and 
community organization, as well as personal characteristics, ·such as temperament, identity 
development, and genetic and neurobiological influences. ACYF's framework for well-being is 
presented in Appendix 1. · 

Within ea~h domain, the characteristics of healthy function~g relate directly to how children and 
youth· navigate their daily lives: how they engage in relatio:oships, eope with challenges, and 
haridle responsibilities. For example, self-esteem,. emotiomil management and expression, 
motivation, and social competence are important aspects ofwell-being\hat are directly related to 
how young people move through the world and participatein soCiety. ' 

As was statedA above, it is important to attend to the overall well-being of chlldren and youth who 
have experienced maltreatment. By focusing on social and emotional well-being in particular, 

· ACYF is not de-emphasizing otheraspects··pfwell-being. Rather, ACYF is prioritizing social 
and emotional well-being because: (a) the challenges that children face in thes~ domains are 
great, (b) there are resovrces and policies that can be leveraged to improve child functionip.g in 
these areas, (c) effective practices and programs for promoting social a,nd emotional well-being 

. are available, and·(d) outcomes for children a,nd child welfare systems can significantly improve 
with an emphasis on social and emotional well-being. · 

III. Emerging Evidence on the Impact o~ Maltreatment 

Researchers have extensively doclimented the impacts of abuse and neglect on the short- and 
long-tenn health and well-being of children. Emerging evidence demonstrates that these 
bi~logical and psychological effects are concentrated in behavioral, social, and emotional 
domains. These effects can keep children from developing the skills and capacities they rieed to 
be successful in the classroom, in the workplace, ill their comrriunities, and in interpersonal 
relationships. As a result, this can hinder children's development into healthy, ca:tjng, and 
productive adults and keep them from reaching their full potential.. The following points 
describe some of the impacts of abuse and neglect on children's behavioral, social, and 
emotional functioning. These findings argue that many of the children involved with child 
welfare have a set of complex challenges; these challenges may not be addressed by the system 
and services as they are currently designed. Integra~ng these recent findings into the design of 
systems and services will enhance child welfare's ability to improve outcomes for these children 
and their families. · 

• Neurological Impact: Early childhood is a time of rapid and foundational growth. During 
this time, the neurological development taking place is b11ilding the architecture for the skills 
and capacities that children will rely on throughout life (National Research Council and 
Institute ofMedicine, 2000). · 

Neglect and abuse have distinct effects on the :developing brain. During early childhood, 
neurons are created, organized, connected, and pruned to form the complex workings ofthe 
brain. These actions depend, in large part, on the envirornnent in which a young child grows. 
Neglect (physical, emotional, social; or cognitive) .hinders these neurological activities such 
that .the brain does not develop along a normal healthy trajectory towards its full po.tential. 
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This negatively impacts a young person's capacity for 9ptimal soCial and emotional . 
functioning (Perry, 2002). ;_ . 

. Abuse has a different, though still hamiful impact on neurobiology. ·Experiences ofinjld or 
moderate stress in the context of a secur~ caregiving environment, such as being temporarily 
separated from a reliable caregiver or frustrated by the 'inability to complete a task, support 
children's development of adaptive coping.· Chronic or ex:treme stress; however, such as 
maltreatment, has a different result. Children Whb experience-abuse or neglect have 
abnormally high levels of cortisol, :a hormone associated with th,~. stress response,. evert after 
they are removed from maltreating caregiyers and placed in Safe circumstances. Such . 

. continuously high cortisol levels adversely affect stress responsiveness, emotion, and 
memory (Natiomi.l Scientific Council on the Developing Chiid, 2005). Stu.dies have also . . . . 

shown that heightened stress impairs the development of the prefrontal cortex, the brain 
region that is critical for the. emergence of abilities that are essential to "autonomous 
functioning and engagementin relationships" (Cook, Blaustein, Spinazzola, & van der Kolk, 
2003, p. 11 ). These "executive functions" include planning, focusing, self-regulation, and 
decision-making. Executive functions are necessary to successfully managing school, work, 
and healthy relationships. · · 

• Traumatic Impact: Tramnatic events can elicit mental and physical reactimis in children; 
including hyPerarousal and dissociation. Ifthe·se. acute "states'' are not treated after children 
experience trauma, they cart become chronic, maladap,tive "traits" that characterize how 
children react in everyday, nonthreatening situations (Perry, 1995). 

Maltreatment is distinct from other types of tramna because it is interpersonal in natilre. A 
caregiver' who is supposed to .be a secure base-the source of attachment, safety, and security­
is also the source of hurt and harm. This creates a confused and ineffective attachment and. 

. ' 

serves as the model for other significant attachments (Bloom, 1999). Often referred to as 
"chronic interpersonal trallina" or "complex trauma,'' maltr.~atment's impact spans multiple 
domains, and its severttyis·further complicate~ depending on a child's developmental stage. 
Chronic interpersonal trauma can result in difficultiys regulating emotional responses, 
accurately interpreting the cues and cortiniu:rtications of others, managing ·intense moods 
_(particularly rage al)d anxiety), regulating aro:usal states (resulting in dissociation), arid. 
accurately forming perceptions ofself and others (TeJ:T, 1991), ·Among children entering 
foster care in one State, a comprehensive assessment revealed that one in four exhibited 

· trauma symptoms necessitating treatment, including traumatic grief/separation, adjustment · 
reactions, avoidance, re-experiencing, nmnbing, and dissociation (Griffin,Kisiel, 
McClellarid, Stolback, & H:olzberg, 2012). 

• Behavioral Impact: Whether or not children enter foster care, the prevalence ofbehavior 
problems rising to a clinicallevel3 is high among children who ]fave experienced ' 
maltreatment. The National Survey of Child and Adolescent Well-Being (NSCAW), a. 
longitudinal study of children who were the subject of child protective ser'Yices reports, 
provides data to demonstrate this: twenty-two percent of children who remain in their homes 

3 "Rising to the clinical ievel;, describes problems that have, been assessed to be severe etJ.Ough to warrant c1inical 
behavioral health services. 
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after a report of abuse or negle~t have clinical-level b~havior problems-the same rate·as 
children who are removed and living with kin. Rates rise to 32% for children living in fost~r 
homes and nearly 50% for children in group homes or residential care (Casaneuva, 
Ringeisen, Wilson, Smith, & Dolan, 201la) .. 

• Relational Competence: Maltreatment also affeqts the way in which children and youth 
engage in social interactions and participate in relationships. NSCA W finciings indicate that 
children who are the subject of child protective services reports are twice as likely as children 
in the general population to have significant challenges in the area of social competence 

, (Casaneuva, Ringeisen, Wilson, Smith, $c Dolan, 20lla}. The effects of maltreatment can 
·influence relationships across a person' s.lifetime, impacting the ability to form a new 
attachment to a primary caregiver, make friends, and engage in romantic or marital 
partnership~ (Mikulincer & Shaver,2007). 

• Mental Health: Studies have demonstrated that rates ofmental iliness are high among 
children who have experienced maltreatment _and have been in foster care. PosttraUm.atic 
Stress Disorder (PTSD), Attention Deficit/Hyperactivity Disorder (ADHD), Major 

. Depressive Disorder (MDD), and Conduct Disorder (CD)/Oppositional Defiant Disorder 
(ODD) are the most common mental health diagnoses among this·,population. As McMillan, 
et al. (2005) demonstrated, many children meet diagnostic criteria for these disorders before 
entering foster care, indicating that it is frequently the experience of maltreatment rather than 
participation in foster care that predicates mental health problems. By the time they are 
teenagers, 63% of children in foster care have at least one mental health diagnosis; 23% have 
three or more diagnoses (White, Havalchack, Jackson, O'Brien, & Pecora, 2007).4 

· 

• Psychoti:opics: According to a 2010 study of Medicaid-enrolled children in thirteen States, 
children in foster care, who represent only three percent of those covered by Medicaid, w~re 
prescribed antipsychotic medications at nearly nine times the rate of children ern:olled in 
Medicaid who were not in foster care (MMDLN/Rutgers.CgRTs, 201 0). Over three years; 
22% of children in foster care will have taken a psychotropic drug at some point (Leslie, 
Raghavan, Zhang, & Aarons, 201 0). Data from NSCAW show that rates of psychotropic . 
medication use are comparable for children receiving in~home child welfare services 
(10.9%), children in kinship care (11.8%), and children in foster care (13.6%) (Casaneuva, 
Ringeisen, Wilson, Smith, & Dolan, .2011 !l). Although numerous studies have demonstrated 
that rates of psychotropi~ medication prescription are comparatively high, these rates, at least 
in part, reflect increased levels of emotional and behavioral distress necessitating treatment 
among this group. More information about the use of psychotropic medications among 
children in foster care can be folind in a related IM is~ued by the Children's Bureau, ACYF-
CB-IM-12-03. . ., . . 

'· 

These scientific findings clearly demonstrate the profotilid impact that maltreatment has on social 
and emotional well-being. As .~uch, focusing on ensuring safety and permanency alone for 
children who have experienced abuse or neglect is unlikely to resolve these complex biological 

' 4 It is important to note that there is significant overlap between mental health and trauma symptoms, and that 
symptoms of trauma· are often mistaken for mental health symptoms (Griffm, Kisiel, McClelland, Stolback, & 
Holzberg, 2012). .. 
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and psychosocial issues. For this reason, child welfare policies, programs, and practices·should 
give greater consideration to explicit efforts to reduce young people's impairment and improv{ 
their functioning. -

IV. Requirements and Policy Opportunities 

Titles IV -B and IV-E of the Social Security Act and the Child Abus~e Prevention and Treatment 
Act (CAPT A) have historicallyincluded provisions that promote the well-being of children. 
Title IV -B programs are intended to enhance the safety, permanence, and well-being of children 
who are in foster care or are being_served hi their 6wn homes.: The title IV-E foster care program 
includes requirements to addres~·a cli1ld's well-being, such as in the areas ofhealth and . 
education. CAPT A provides funding for prevention, assessment, and treatment programs to 
increase the well-being and safety of children who have been abused or neglected. Some policy 
requirements and opportunities in existing policies related to social and emotional well-being are 
listed below: · . 

• State Plan for Child· Welfare Services (Section 422 of the Social Security Act) Sectidn-
422(b)(15) requires child welfare agencies to develop, in coordination and collaboration with 
the State title XIX (Medicaid) agency and in consultation with pediatricians, other experts in 
health care, and experts in and recipients of child welfare services, a plan for tlie ongoing 
oversight and coordination of health care services, including mental health services, for any 
child in a foster care placement. 

o Mental Health Services: These health care oversight plans must include a description of 
how States will provide necessary mental health services to children in foster care. 
Additionally, States may address the mental health of children who have experienced 
maltreatment according to provisions elsewhere in statute. For instance, time-limited 
family reunification services under Promoting Safe and Stable Families explicitly include 
mental health services (43l(a)(7)(B)(iii) ofthe Social Security Act). · 

o Early and Periodic Diagposis, Screening~ and Assessment (EPSDT): Many States . 
incorporate EPSDT, a standard Medicaid benefit for children and youth, into their health 
care plans. EPSDT ensures that children get appropriate medical, vision, hearing, arid 
dental check-ups to identify and treat any problems' as soon as possible. EPSDT also 
includes mental health assessments and services .. Because they are categorically eligible 
for Medicaid, all children 'in foster care who are eligible for title IV-E reimbursem~nt are 
entitled to EPSDT. 

o Trauma Screening and Treatment: 2011's Child and Family Services Improvement 
and Innovation Act requires States to include in their health care. oversight plans a ' 
description ofhow they will' screen for and treat emotional trauma associated with 
maltreatment and removal for children in foster care (section 422(b)(l4)(A)(ii) of the 
Social Security Act). Identifying the trauilla-related symptoms displayed by children and 
youth when they enter care is critical for the development of a treatment plan; · It is also 
important to have a complete trauma history for each child. Although children come to 
the attention of the child welfare system as a result of a specific allegation of 
maltreatment, abuse arid neglect are chronic. in nature. Child welfare workers should 
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have an understanding of the multiple types and incidences of trauma children have 
experienced, beyond just the event that precipitated child welfare involvement. 
Conducting comprehensive functional assessments according to a standardized schedule 
(e.g., every six months, or every time a child moves to a more restrictive placement 
setting) can help caseworkers and adrriini·strators gauge whether or not treatment 
strategies are working to decrease children's symptoms. States could consider integrating 
trauma screening into the regli.lar screening activities taking place under EPSDT in order 
to meet the .new requirement. 

o Psychotropic Medication Oversight and Monitoring: The Child and Family Services 
Improvement and Innovation Act also requires States. to submit as part of the health cart~ 
oversight plans a description of the protocols in place or planned to .oversee and monitor 
the use of psychotropic medications among children in fdster.c~re (section 
422(b)(14)(A)(v)"ofthe Social Security Act); ACYF; in partnership with the Substance 
Abuse and Mental Health Services Administration (SAMHSA) f!lld the Centers for . 
Medicare & Medicaid Services (CMS), is currently providing techni~al assistance to 
States.to support the development of their plans. The recent IM, ACYF'-CB-IM:-12-06, 
describes strategies for str~ngtheniilg systems of oversight and monitoring of . 
psychotropic medications. · · 

Because use of psychotropic medication with children has not been as extensively tested 
as use with adults, and because these drugs can have complicated side effects, they 
should be prescribed with care. When they are prescribed, their use ·should be justified 
by clinical eyiderice identified in EPSDT, trauma screenings, and children's treatment 
plans. As States develop their plans for prescription psychotropic medication 
management, there is also work to be do:tJ.e to identify effective psychosocial 
interv-entions that can improve behavioral and mental health outcomes of children 
receiving child welfare services. · 

• Child Abuse Prevention and Treatment Act (CAPT A) State Grants: In order to receive 
CAPT A funds, States are-required to submit a plan that describes how they will support and· 
enhance interagency collaboration among public health agencies, agencies in the child 
protective service system, and agencies carrying ·out 'private community-based programs to 
improve the health outcomes, including mental health outcomes,· of children identified as 
victims of child abuse or neglect. This includ.es supporting prompt, comprehensive health 
and developmental evaluations for children who are the-subject-of substantiated ·child 
maltreatment reports. 

o Early Intervention: States receiving CAPTA fundsare.required to {efer children l;lllder 
the age of three with a substantiated case of maltreatment to early intervention services 
funded under Part C of the Individuals with Disabilities Education Act 
(§ 1 06(b )(2)(B)(xxi)). Children with substantiated cases of maltreatment are assured -
timely, comprehensive, and multidisciplinary screenings, and, if a developmental · 
disability is identified, they are entitled to ongoing early intervention services. In many 
States, child-serving systems have worked in collaboration to support early intervention· 
referrals, evaluations, .and services for children who have experienced abuse or. neglect 
(Child Welfare Information Gateway, 2007): 
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Maltreatment impacts how young people form relationships with others throughout their lives. 
For many maltreated children, nurturing and supportive parental behavior was 'inconsistent or 
unavailable, leaving children lacking confidence to eXplore new environments and relationships 
(Bretherton, 2000; Sorce & Emde, 1981). States should consider how "these policies might best 
be linked and canjedout to support healing and recovery and promote healthy functioning of 
children and youth. 

Other Federal child welfare policies also address elements of well-being, including policies 
related to kinship care, family connections, sibling placements, monthly parent visits, placement 
stability, and school stability. When implemented in a purposeful way, these policies· an 
contribute to improving social and emotional well-being, repairing ruptured relationships, and 
enhancing relational skills. 

V. Current State an~ County Investments 

Currently, state and county child welfare systems are investing significant funds in providing 
services intended to improve well-being outcomes for children and their families. Three of the 

. most common services purchased by states and counties are counseling, parenting classes, and 
life skills training. However, a number of studies suggest that some of these services are not 

. grounded in the best available evidence and may be provided to children without sufficient 
attention to their specific maltreatment and trauma histories. 

In a study of children receiving mental health services, McCrae, Guo, and Barth (201 0) found 
that children who got typical mental health services had more behavioral problems over time 
than those who received none. "The study should. not be understood to indicaty that all [mental 
health services] for children involved with [child welfare services] are ineffective; rather, it 
indicates that children [in child welfare] do not predictably rec.eive services that are sufficient to 
help them overcome their behavioral difficulties" (p.358). · 

Another study examined interventions to improve caregivers' parenting skills and found "that 
most of the parent focused interventions currently delivered to families in child welfare and most 
foster family training do not use treatment strategies With solid erripitical support" (Horwitz, 
Chamberlain, Landsverk, Mullican, 2010, p.28). 

Child welfare systems· also work to provide youth who are exiting foster care to emancipation 
with the skills and resources they will need to function as adults. Often this takes the forill of 
programs that teach basic life skills, budgeting and financial management, and health and 
nutrition: In an evaluation ofoutcomes for youth in foster care participating in four youth . 
development programs around the country, researchers determined that the life skills training 
programs studied resulted in no statistically significant improvement on any of the key outoomes 
measured(Koball, et·al., 2011).5 

I . 

5 These outcomes included: High school completion, current employment, earnings, net worth, economic hardship, 
receipt of fmancial assistance, residential instability, homelessness, delinquency, pregnancy, possession of personal; 
documents, any b_ank account, and ·sense of prepare~ess in 18. areas of adult living. 
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VI. . Screening and Functional Assessment 

Func!ional assessment is a central component of promoting social and emotional well-being for 
child,ren who have experienced abuse or neglect. Traditionally, child welfare systems use 
assessment as a point-in-time diagnostic activity to determuie if a child has a particular set of 
symptoms or requires a specific intervention. Functional assessment, however, provides a more 
holistic evaluation of cpildren's well-being and can also be used to measure improvement in skill 
and competencies that contribute to well-being. Functional assessment-assessment of multiple 
aspects of a child's social-emotional functioning (Bracken, Keith, & Walker, 1998)-involves 
sets of measures that account for the major domains of well-being. Rather thah using a "one size 
fits alt'' assessment for children and youth in foster care, systems serving children receiving child 
welfare services should. have an array of assessment tools available. This allows systems to · 
appropriately evaluate functioning aqross the domains of social-emotional well-being for 
children across age·groups (O'Brien, 2011). They capture children's strengths, including skills 
and capacities, as well as potential difficulties (Humphrey, et al., 2011; Roeser, Strobel, & 
Quihuis; (2002) in a developmentally~ appropriate manner, accounting for the trauma- and mentai 
health-related challenges faced by children and youth 'who have experienced abuse or neglect. 
Similarly, some assessment tools can be useQ. to measure parenting capacities and improvements . 
over time. 

Screening for symptoms related to trauma, specifically how experienc~s of trauma may impair 
healthy functioning, is·an essential element of functional assessment. Trauma screening involves 
universal administration of a brief tool( s) to: (I) estimate the prevalence of trauma symptoms 
and/or traumatic experiences and (2) identify children who may require further assessment and 
interVention.· Examples of trauma screening tools include the Child and Adolescent Needs and 
Strengths (CANS) TnwmaVersion, the Childhood Trauma Questionnaire (CTQ), and the 
Pediatric Emotional Distress Scale'(PEDS). 

I 

Functional assessment tools can be used to inform decisions about the appropriateness of 
services. They can be useful tools, for example, for informing the design of outcomes-oriented 
case plans (Wotring, Hodges, & Xue; 2005). Functional assessments can also.track progress 
toward social-emotional well-being outcomes. Several Valid and reliable tools used to measure 
domains of social~emotional functioning with children and adolescents have been tested and 
normed with representative samples. of children from the general popuhition.6 Data from these 
assessments allow States ana programs to measure a child's level of functioning. arid monitor 
how it compares with general populations of the sanie age group. In other words, assessment 
helps systems to determine not only whether a Ghild meets the threshold for a particular concern 
but also how the child fares relatives to the expected developmental trajectory for child 
functioning. This allows States' and programs to better understand whether interventions are 
movtng each child back on track developmentally within the well-bein~ domains. 

Additional1y, the universal administration of these types of functional assessment tobls to all 
children in a system at entry and at key follow-up penods can help systems track changes in 
children's sociaL-emotional functioning compared to their own baseline during and after the 

6 Examples include the· Strengths and Difficulties Questionnaire (SDQ), the Child Behavior Checklist(CBCL), the 
Social Skills Rating Scale (SSRS), and the Emotional Quotient Inventory Youth Version (EQ-i:YV). 
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delivery of services. This allows systems to generate data that help them understand whether 
their services are making a positive difference for children and yo-qth. Continuously monitoring 
progress using these functional assessment tools also helps decision.;makers reassess the 
appropriateness of the service array over tiine for individual children. Broader analyses of the· 
aggregate data from 'assessments can .help decision-makers at the program and systems levels to 
identify the best and most effective practices for all children in the target population and for 
particular subgroups (Wotring, Hodges, & Xue, 2005). 

VII. Effective Interventions 

Recent research has expanded the knowledge base. regarding interventions that treat the 
behavioral, social, and emotional problems that are common among children who have 
experienced maltreatment. While generic counseling is not consistently effective in reducing · 
mental health symptoms for children in foster care, several evidence-based treatments have been 
successful when delivered with fidelity to the model; the same is true for parenting interventions 
and ·programs for youth. Many ofthese interventions have been rigorously tested and shown to 
reliably improve child functioning by targeting the impact ofmaJtreatment and developillg_skills 
and competencies that help children navigate their daily lives. The emergence of promising. and 

' effective interventions at multiple levels- at the child level related to trauma and \ 
behavioral/mental health; at the older youth level related to relational health and social and 
emotional-well-being; and at the caregiver level related to increasing capacity to care for their 
children- provides ari opportunity to impact the life circumstances of families as a whole. 

Child welfare and mental health systems can develop the capacity to install, implement, and 
sustain these yVidence-based and evidence-irtfonrted interventions by using research to identify 
effective and promising interventioris.that meet the needs of the specific population to be served; 
making needed adaptations to bring the interventions. to scale. within the child welfare system,. 
developing an awareness of principles of evidence-based practices among staff at all levels; and 
reorganizing infrastructure to support implementation fidelity and further evaluations of these 
.practices. and interventions. 

Evidence-based and evidence-infohned practices have b.een developed to address the most 
common mental health diagnoses, trauma symptoms,· and behavioral health needs of children and 
show measurable improvement.s or promising results. 7 These interventions show measurable 
improvements or prolrtising results in decreasing emotional/behavioral symptoms; diminishing 
depression, anxiety; increasing the ability to self-regulate; improving physical health; and 
helping traumatized children and youth form and maintain healthy attachments. There are also 
evidence-based and evidence informed interventions geared toward improving outcomes related 
to youth skill development, education, arid employment (Job Corps and Big Brothers/Big Sisters 
are examples.) Many of these practices are available but have.not been brought to scale gr 
targeted to the foster care population even though they have been shown to improve functioning. 
Others have shown promising results, and should be evaluated more broadly as they are 
implemented niore widely. · · 

7 Evidence-based and·evidenc~-=informed practices such as Trauma-focused Cognitive Behavioral Therapy, . 
Multisysteinic Therapy, and Parent-Child Interaction Therapy are examples. There are ajso evidence-based and 
evidence informed interventions geared toward improving o').ltcomes related to youth skill development, education, 
and employment; Job Corps and Big Brothers/Big Sisters ~n~ exa,mples. 
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It is important to ·note that many of the evidence-based interventions that improve child 
functioning require the involvement ofcaregivers·and specifically target their behaviors for 
change as well. Caregivers need support in managing the behaviors of children who have 
experienced maltreatment and in providing a nurturing environment in which hea,ling can occur. 
In such supportive contexts, children can learn "the value, purpose and safety of relationships" 
(Rees, 201 0). In order to achieve better outcomes for children who have expenenced 

. maltreatment, it is essential to engage·familivs, whether biological, foster; or adoptive, in the 
process.ofhealing and recovery. 

VIII. MaximiZing Resources to Achieve Better Results 

By leveraging current polides and requirements and shifting existing resources to proniote social 
and emotional well-being, child welfare systems can begin to aligp. policies, practices, and 

. programs to achieve significantly better results, both for individual children and for the system as 
a whole. · 

• 

• 

.. ·: ' ·. . 

Better Child and Family Outcomes: F~cusirtg on social and emotional well-being means 
attending to the specific skills, capacities, and characteristics that children and youth need to 
develop while they are young in order to be autonomous, healthy adults. Although the . 
impact of maltreatment is pernicious, the experience of abuse and neglect does not guarantee 
that children will develop the behavioral, psychological, and social-emotional problems list~d 

· above. Neither does it mean that children with behavioral concerns, trauma symptoms,· · 
and/or mental health. disorders cannot heal and recover and become happy, successful adults. 
By integrating evidence-based and evidence-informed services lilld supports to promote 
social and emotional well-being, ehild welfare systems can help children develop healthy 
coping m~chanisms, relational skills, and the other capacities that they rieed to succeed in 
sch()ol, to participate in the workforce and their comm"(Jnities, to care for their own children, 
anci to have positive relationships with others. · 

Better System Outcomes: With services and supports to promote children's social and 
emotional well-being, system-level outcomes, such as length of stay, congregate care 
placements, exits to permanency, and reentries, can be expected to improve as well. Children 
may spend less time in foster care before exiting to reUn.ification, adoption, or guardianship, 
and reentries into foster care may become less· common. While children and youth ·are 
certainly not to blame when they do not exit to permanency quickly or when they reenter 
foster care, children's behavioral problems, when unaddressed, often contribute to placement 
changes, adoption disruptions, and returns to foster care. 

IX. Focusing on Social and Emotional Well-Be~g 

Focusing the work of a child welfare system on well-being, particularly social and emotional 
well-being, requires a concerted effort on behalf of all staff and stakeholders, from directors, to 
managers, to supervisors, to caseworkers, to foster parents. It entails (a) understanding the 
challenges that children who have experienced maltreatment bring with them when they come to 
the attention of the child welfare system, (b). considering how services are structured and 
delivered at each point along children's trajectory through the child welfare system, and (c) de­
scaling practices that ~re not -improving outcomes while simultaneously installing and scaling up 
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effective approaches. ACYF recognizes that it is not simple to transform a system in this way 
and that these processes take time; As the.logical next step in reforming the child welfare 
system, it requires the careful development of capacity to integrate new rese!:!ICh and implement 
new practices without compromising ongoing efforts to achieve safety and "permanency for 
children who have experienced maltreatment. · 

Understanding Impact of Maltreatment and Anticipating .Challenges: As discussed above, 
maltreatment leaves a particular traumatic fmgerprint on the development and functioning of 
children and youth. Often the behavioral, social-emotional, and mental health problems that 
children in foster care have are assumed to be the result of their experienc~ with the child welfare 
system. McMillan, et al. (2005) and Griffin, Kisiel, McClelland, Stolback, & Holzberg (2012) 
have shown that children and youth frequently display these challenges before they enter foster 
care. 8 An understanding of the impact maltreatment has had on children when they come to the 
attention of the child wdfare system allows.providers to be more proactive, knowing what to· 
look for and anticipating the services that may be needed. This capacity is necessary at the 
caseworker-level, but also at the level of administrators who are making decisions about tlie 
array of services needed internally or through contracts. 

Responding and Intervening along the Child Welfare Continuum: Focusing child welfare on 
improving social and emotional well-being requires careful consideration of how services are. 
structured and delivered throughout the systein. For example; a child welfare system with a 
focus on social and emotional well-being might be characterized by the following: 

. ' 

• Assessment tools used witlh;hildren receiving child welfare services are reviewed to ensure 
that they are valid, reliable, and sensitive enough to distinguish trauma and mental health 
symptoms.· 

• Children are screened for trauma when their cases are opened. 
• In-home caregivers receive services that have been demonstrated to improve parenting 

capacities and children's social-emotional functioning. 
• Child welfate staff and foster parents receive ongoing training on issues related to trauma and 

mental health challenges that are common among the children.and youth being served by the 
system. . 

• Assessments take place at regular or scheduled intervals to determine whether services being 
delivered to children and youth are improving social and emotional functioning. . 

• Independent living and transitional living programs implement programs to support youth's 
development of self-regulation and positive relational skills. 

De-Scaling and Scaling Up: When child welfare systems make changes, new programs and 
practices are often added onto the already existing array of services. Ongoing contracts and the. 
need to provide continuous services m~e it difficult to discontinue or downsize programs that 
are not improving outcomes for children and youth. Transforming the arraY of services, rather 
than simply augmenting it, requires "de-scaling" programs that a.re not reliably enhancing child 
functioning by divesting funds and simultaneously shifting resoillces to support proven pract~ces. 

'.t' 

----------~-----------
8 This is not to say that foster care is hever detrimental to the well-being of children and youth. However, the fact 
that children display problems before they come to the attention of the child welfare system indicates that the 
experience of maltreatment often predicates their difficulties. 
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Additional dollars may be necessary initially to support installation of evidence-b.ased practices . 
.l)owever, de-scaling programs .that are not'working and reallocating resources ensures that 
effective services can be sustained without requiring new, ongoing funding. 

Transfonning child welfare services by de-scaling and/or·converting illterventions that are not 
working while scaling up evidence-based treab:n:ents is unquestionably complex and difficult 
work. Other systems have grappled with this challenge; for example, as mental health services 
are increasingly provided in community-based settings, the role of residential treatment facilities 
has been widely reexamined. As new research emerges and the population receiving services 
changes, it is necessary to. reevaluate the way those serviCes are d~livered. To start, States can 
conduct. an inventory of the services they are currently providing.to children with child welfare 
involvement and gather information about how effective these services are in 'improving . 
children's functioning. This information can help. drive decision-making about the steps that are 
necessary to align State, county, and local resources to improve outcomes. · 

Child welfare agencies that coordinate efforts within and across departments to innovatively re­
tool the complement of services available to youth atid families in the child welfare system are 
more likely to achieve sustainable change. Servic.e coordination at the State and local level can 
benefit from the growing effort across Federal agencies, including the Substance Abuse and 
Mental Health Services Administration, National Institutes of Mental Health, National Institute 
on Drug Abuse, Department of Justice, Department of Education, and others, to promote 
improved welt-being outcomes and the use of effective practice~:!. ; 

X. Strategies for Shifting the System to Promote Social and Emotional Well-Being 

There are many ways that child welfare systems cart begin to embed a focus on social and 
emotional well-being in their work. A few specific examples are listed below. 

Services. This IM has shown that children who have experienced abuse or neglect have 
significant behavioral, social, and emotional challenges; it has also shown that there are 
e.vidence-based practices and interventions th_at can improve outcomes for children and their 
famili~s. Delivering effective serviCes is the most critical component of a focus on promoting 
social and emotional well-being .. '·., 

• Scree~ing and Fun~tional Assessni~nt: C~nducthigh ·q_u~ity an~ ;egular traun~a 
screemngs and functJonal assessments of children, youth, and famthes to determme exposure 
to and impacts of maltreatment and other forms of complex interpersonal trauma. The 
American Academy of Child and Adolescent Psychiatry and the Child Welfare League of 
America have developed guidelines for screening and assessment to help inform. child 
welfare systems (AACAP & CWLA, 2002). Valid and reliable mental and behavior:;tl health 
and developmental screening and assessment tools should be·used to understand the impact 
of maltreatment on vulnerabJe children and youth. Screens and assessments should be 
sensitive enough·to distinguish symptoms of trauma reactions and mental health disorders. 
The use of such tools is important in fulfilling child welfare agencies' responsibility for 
ensuring the well-being Of children and youth who have been exposed to complex · · 
interpersonal trauma (Levitt, 2009). Conducting assessments as e~rly as·possiblewhen 
children become invqlved with the child welfare system and regularly thereafter allows 
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caseworkers to lmow how children are doing initially. arid whether or not they are getting 
better with the services provided. · 

• Evidence-Based Interventions: Deliver evid.ence-based and evidence~informed 
interventions for the treatment of trauma and mental health disorders. When evi.dence-based 
screening and ~ssessment indicates that children are suffciring from trauma and/or mental 
health symptoms, it is necessary to provide treatments that effectively improve functioning. 
Child welfare systems will need to collaborate with mental health and Medicaid systems to 
build an· array of evidence-based or evidence-informed interventions to improve trauma and 
mental health-related outcomes for children who have experienced maltreatment. 

In recent years, public and private sector organizations have produced extensive, publically 
available· lists and databases of,evidence-based and evidence-inform~d interventions for 
improving well-being outcomes for vulnerable children (See "Resources," below). These \ 
include, among others, SAMHSA's National Registry of Evidence-Based Progranis.and 
Practices (NREPP) and the· U.S. Department of Justice's CriineSolutions.gov. The Age11cy 
for Health care Research and Quality is currently conducting an evidence review of 
"Interventions Addressing Child Exposure to Trauma: Child Maltreatment and Family 
Violence," which will be avilllable later in the year. Additionally, many institutions, 
including SAMHSJ\ and organizations funded byHHs,·including the National Chiid 
Traurriatic.Stress Network (NCTSN) and the National Early Childhood Technical Ass.istance 
Center (NECTAC), have published publically-'accessible reviews of valid and reliable. 
instruments for screening and assessing various aspects of social-emotional well-being with 
different populations and age groups. As such, it is riow mor~ feasible than ever to identify 
and implement evidence~based and evidence-informed interventions. 

• Services within Child Welfare: Consider restructuring services that are the sole 
responsibility of child welfare. Some services fall completely within the purview of the child 
welfare system. For example, services provided by Independent Living and Transitional 
Living Programs are often dictated by the child welfare agency. Others includ~ 
investigations, case management, and foster parent training. Without requiring the 
coordination or collaboration of other systems, it may be possible to change the way these 
services are delivered. Child welfare agencies could redesign programs and modify contracts 
to require that Independent Living and Transitional Living Programs deliver services that are 
trauma-infomi.ed and evidence based. ·· 

Workforce. It is essential to develop a workforce strategy that supports an emphasis on 
promoting social and emotional well-being. Administrators and staff of child welfare and other 
systems that affect chi~dren receiving child welfare services, including Medicaid, mental health, 
and the courts must understand the rationale for the focus and have the capacity to implement 
changes. 

• Capacity ~round Evidence-Based Practices:· Build the capacity of child welfare and 
mental health systems,. staffto understand, install, implement, and sustain evidence-based 
practices. This includes: using research to identify effective interventions that improve 
outcomes for the population; developing an awareness of principl~s of evidence-bf!sed 
practice among staff at all levels; and reorganizing infrastructure to support implementation 
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fidelity. ·While child welfare staff may not be responsible for. delivering these interventions, 
they should be able to appropriately assess and refer children and families to evidence-based 
treatment providers and determine whether or not.the interventions being delivered are · 
having positive effects on child and family functioning. Child welfare workers should also 
have regular access to learning tools and communities to remain up-to-date on the latest 
developments in .relevant ~vidence-based practices: 

• Training on Specific Populations:. Train staff to more effectively serve specific populations 
of children and youth and specific populations of prospective foster and adoptive families 
served by the child welfare system. While the social and emotional issues of each child 
differ, certain populations w:i:ll share common challenges. Lesbian, gay, bisexual, . 
trans gender, and questioning. (LGBTQ) youth are often overrepresented in the child welfare 
system, ahd they have a set ofunique challe~ges to overcome (ACYF, 2011). In an earlier 
IM, States were encouraged to "claim available title IV ~E reimburseinent for costs associated 
with training staff to increase their capacity to serve young people who identify as LGBTQ 
and to consider how the title IV-E agency can best serve young people and keep them safe" 
(ACYF, 2011, p.2). Additionally, LGBT families ·can be an untapped resource for 
plac·ement, and agencies are often working to improve their skills and competencies in 
serving these families. States may use IV-E training dollars at an enhan.ced reimbursement 
rate (75 percent) to improve workers; competency in serving both LGBTQ youth in care and 
prospective LGBT foster and adoptive families. 

• Training for Professionals Outside of Child Welfare: Provide training on the impact of 
maltreatment, trauma, and the social and emotional well-bei:J;lg of children who have been 
abused or neglected. Under the Fostering Connections to Success and Increasing Adoptions 
Act of2008, States.may use title IV-E training dollars at an enhanced reimbursement rate (75 
percent) for training staff of personnel outside ofthe public child welfare system. Eligible 
personnel include: staff of private agencies contracted to perform services for the chlld . 
welfare agency, court-personnel, attorneys, guardians ad litem, court appointed special 
advocates, and prospective relative guardians, as well as foster and adoptive parents. 

• Engaging the Judiciary ~nd the· Courts: The Courts play a critical r~le in promoting the 
social and emotional well-beingof children known to child welfare. The oversight role of 
the Courts could be enhanced by providing training on the core components.ofsocial and· 
emotional well-being and trauma and.effective screening, assessment and intervention 
approaches that can improve functioning. Judges are well situated to ask questions, ensure 
effective services are delivered, and track well-being outcomes for their individual cases and 
at the system leveL 

System. Promoting social.and emotional well-being requires a careful analysis of the way the 
child welfare system is currently structured and the systemic changes that are necessary. 

• · Program Inventory:· Examine current spending to understand where resources can be 
shifted to support evidence-based programs and practices .. Many states are ·currently 
purchasing services th'at are not. reliably yielding the desired results, such as generic 
counseling, parenting classes, and life sk11ls training for emancipating youth. By ideptifying 
res~mrces that are being used to support these types of services, child welfare systems can 
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~~~~~~~~ ~~~----~-------~~-------~~ ~-------- - --·---~----··-----·----~------

begiu-plannin:g to de-scille them :and repurpose fun.ds- for eviderice-based:interventjons. :. 
IdeaiiyJ administrators wiil combin~ this: work with .an analysis :of data describhi.g the needs 

:· cifthe pbphlation o•tchildr~nieceiv1nl:fchild wei:fan~ serviCes in :oi-4er to 1c1~iltify areas· in 
which de.-: scaling !it}d: instal.lation of !l.~W pr~cti~~s canJniprove ~hild and Ja.tTlllY oU~e~_mes ....... . 

. • . Me~ sure Outcomes, ~ ot Services: It is: c;omillon: for child:\\[elfare systems to :gauge th~ir: ... 
. . . succe:ss based .on wheth_er:or not services Elfe:being ,~divered .. ·one way to focu~: attention· on 

well:;being is:to·ineasure how young people·are doing:behavioraily, socially, and·emotionally 
: · •. and· track .whethch: o.r irot they are lin proving m .these ·areas. as they .receiv~ sen'ices .. At the .. 

: .. sy$tem ievel, dat~ fi-o:rn tra:wiia; scre~il{ngs anil fllnctiOJ..la~ :a;ssessin~nts cari: he~p adri.iiiri.strato:rs :: .• 
:. tmderstand .how successful.their child: welfare/systems :are. ~n aci:tieving positive out6omes foi.: ... : 
. • chilclren. and youth::. This understanding• can iiifoim dedsicins about :the aria)r:of sei.Vices that .. :. • 

is cu.i-iently available arid. the procuremerifofservicei(going·.foiward:_:.-::.. ' .. 

: • Builditig ·a :child' welfare sysjem that: responds 'effectivelY' to the :fral.unatic: irixpact of rrialti·eatnient 
and promotes :soCial and emotional 'wdl-bei:rig is :co:l,'nplex.· work~ M'llltiple, complerrient!;!.ry' · . · · ·:. 
strategies mustbe emplOyed in .order to. create systematic changes th~fimprove:outcorrieiffor ..• 
chii4ren. Th.e. ptogres_s:that the :~mJd welfar:e syst~in· has m~pdn rec~n(yeirrs)1as beenjhe result . 

. . . of Oflg()il1g ·and e_vo_lving :co:llaborati~llS :acro~SlTIUltiple. ()hild-s~rying systet}1S; inc_lu4ing nl~ntlll: · 
: ·: health, :Medicaid;· education?:early ~hildhood; ·and more.;: Together; .these systems integrated· 
. ·.l\nowledg~: abouttb~ impo:rtl;l,tlce ofp~nnan~pQy:and f@.lily cci@~ctions.and structil.r.ed 
· Wemsel v¢8 to ct~li'v_e.r serV-ic~s that ite·eP. youiig: p:eop 1 e: s'af~r; keep: children' :w,i th tlie!t families. 
mote often;: a.n;d ensu:re:reunificatron, adop~ion, and: guardian~hip for: .fiiore of the children: who 
come into foster care .... 

. As child welfare systems .continue to irriprove.11nd refine: their work to' promote :safety and 
permanency for .childri:m, a strengthened focus on the .social and erriotionahvell~being of children 

. ·:who h!l.ve experienc~d m~t.reatrnen(is.the logical ne~t $tep in r:eformingthe child: welfare ... 
· system.• Children\:vho have: been abused or rieglectedhirve sigriHJ.ca.nt sodai-emoiionill, ·· 
behavioral, and mfmta1 health challenges· iequiririg. attention,: and treatiiig them· with a traUina­
f0~1J~cid and c;)yidence~~~sed app~()ach c~: i_inproy~ :()iltcorTI.e_s. througl1._o_u:t child: :~elfare. : This 
approli.ch c~n':result ii:rin¢reas¢d: placement stabiljty; greater: rates ofperi.nanenGyJhrmigh : 

...•.. reumficatiqn, ·ad<;>_pti9n; .rulci gpard1ansh1p;. an~:l g~,·eatei.-: rea4iness: .for succ~~sf\;ii aduJ.thqod among . 
. all child:r~n who exlt foster_care, espe'dally th<;>:se youth_who leaye"foster care witho_8fa .. ··· 

· permanent home::. Most impoii:antly;:i(will enable children who:have experienced:ma;Itreattnerit . 
to look forward to bright, :healthy .futUres .. ::. • · · · · . . . . . · · · · 

XI. : Resources 

Additional.infomratjon on.the inip.ortance of.promotirrg :soci~l and emotional well-...:being and ::·. 
· • responding to traw.TI~ can·l?~·fopJ0d:tbfqugh a,diiniber-o(F:ederally~funded.sources .•. :For example, 
: ·: •tlje National Child: Trauniatie:Stres·s:Network (N;CTSN):is a collahoratio-n: •Of academic and •:: • · · 

:COJ.111l1Unity,hased ·centers: whose: _rriission .is to ra1se, the stand?fd 6f'care and increase· acc~ss' to 
services for ·children and .their .fami.lies across the. COUntry .. NCTSN.develops. ·a.nd disseiiririates ... 
evidence-basedinterv¢ntions, trautna-infbnj:Jed s~rvices, aJid -educational resowc¢s. Additional. 
information on the work ofNCTSN can be fo:und on :their web sit~: :rittp:;;v,rwW.nc~sl1.or2f. :_ . 



Several listings include a range of evidence-based and evidence-informed practices to inform 
child-serving systems about interventions that may be effective in reducing the impact of 
maltreatment and/or trauma on children in the child welfare system. States should weigh the 
strength of available evidence in support of the interventions considered. 

• SAMHSA's National Registry of Evidence-Based Programs and Practic~s: 
http://nrepp.samhsa.gov. 

• Interventions for Disruptive Behavior Disorders Evidence-Based Practices (EBP) KIT: 
SAMHSA's toolkit includes tools to assistin developing mental health programs that help 
prevent or reduce aggressive behavioral, emotional, and development problems in children 
by enhancing the knowledge of parents, caregivers, and providers: 
http:/ /store.~J:lmhsa. gov /product/Intervc;)ntions-for-Disruptive-Beh~vi_Q!.'-Disorders-Evidence-: 
.!;?ased-Practices-EBP-KIT/SMA 11-4634.C.D-DVD 

• Interventions Addressing Child Exposure to Trauma: Part 1-Child Maltreatment: This 
comparative evide1;1ce review of interventions for children who have experienced 
maltreatment will be released in summer, 2012 from the Agency for Healthcare Research and 
Quality (AHRQ). For more infonnation on the project, visit: 
http://www .effecti vehealthcare. ahrq .gov/index. cfm/search-for- guides-reviews-and~ 
repo!!.$.L?pageaction=displaY:Product&productid=846#amendments 

In addition, the Child Welfare Information Gateway connects child welfare and other 
professionals to information and resources to help strengthen families. Information, resources, 
and tools covering topics within child welfare, out-of-home care, risk and protective factors, and 
impacts of trauma are readily available through the Gateway for professionals and other 
individuals wishing to learn more about and improve services for children, youth, and families 
with child welfare involvement. The Gateway can be accessed through the following website: 
http://www.childwelfare.gov/. ·. 

Inquiries to: Children's Bureau Regional Program Managers 
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Appendix 1: ACYF Well-Being Framework 

Family income, Temperament, cognitive 
family social capital, ability 
community factors (e.g., 
inStitiltional resoUrces, 
collective socializ~tion, ·---
community or~anization, 

-1>-
Family income, development, l.U 

family social capital, self-concept, self-esteem, 
social support, _self-efficacy, cognitive 
community factors (e.g., ability 
institutional resources, 
collective socialization, 
community organization, 
neighborhood SES) 

Family income, Identity development, 
family social capital, self-concept, self-esteem, 
social support, self-efficacy, cognitive 
community factors (e.g., ability 
institutional reso'urces, 
collective socialization, 
community organization, 
neighborhood: SES) 

-------------------------~--

Language development, 
pre-acadeniic skills (e.g., 
nurrneracy), approaches to 
learning, problem-solving 
skills 

Academic achievement, 
school enga~ement, . 
school attachment, 
probleni-solving skills, 
deciSion-making 

Academic achievement, 
school engagement, 
school attachment, 
problem solving skills, 
decision-making 

Normative · for 
groWth and development, 
·gross motor and fine 
motor skills, overall' 
health,- BMI 

Normative standards for 
-groWth and development, 
gross motor and fine-
motor skills, overall 
health, BMI -

Normative standards for 
growth and development, 
overall health, BMI, riSk-
avoidance behavior 
related to health 

Uv.LL -\,U~U"-''"'· emotional 
management and 
expression, internalizing 
and externalizing 
behaviors, traurrna 
symptoms 

Self-control, self-esteem·, 
emotio:p.al ni.'anagement 
and expression, 
internalizing and 
externalizing behaviors, 
traurrna symptoms 

Emotional intelligence; 
self-efficacy, motivation, 
self-control, prosocial 
behavior, positive 
outlook, coping, 
internalizing and· 
externalizing behaviors, 
traurrna sympto:(D.S 

self-efficacy, motivation, 
self~c-ontrol, pr:osocial 
behavior, positive 
outlook, coping,-
internalizing and 
externalizing behaviors, 
traurrna symptoms 

Social competencies, 
attacljment and caregiver 
relationships, adaptive 
behavior 

Social competencies, 
attachment and caregiver 
relationships, adaptive · 
behavior 

Social competencies, 
social connections and 
relationships, social 
skills, adaptive behavior 

Social competence, social 
connections and 
relations)Jips, ·social 
skills, adaptive beh!lvior 



ATTACHMENT C 

44 



2,3 00 Families Served 
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8,915 

ATTACHMENT D 

Individual Family 
Contacts 

11 7 51 Types of support, 
1· · information, resources 

and referrals 



27,169 

presentations, exhibits 
and other outreach 
activities 

Parents and 
professionals 
received information 
about PRRS 
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INFRASTRUCTURE 

PRRS Staff 

• PRRS Director 

·• PRRS Fiscal Administrator 

• PRRS Data Administrator 

• PRRS Coordinator 



41 contracts to provide PRRS 

statewide 

I 
I 

31 Customizable PRRS documents 
and brochures in 
English, Spanish and Chinese 
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28 PRRS forms and resources 
available on FRCNCA.org 

2 Q Training and technical 
assistance webinars & 
conference calls 
for ESFRC Directors and staff. 
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Continue to refer high 
risk and medically 

fragile children 

For more information 

please contact 

PRRS Director 

Susan Roddy 

sroddy@frcnca.org 
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STATE INTERAGENCY COORDINATING COUNCIL 

STRATEGIC PLANNING AGENDA 
 

Thursday, February 28, 2013 
10:00 a.m. ~ 4:30 p.m. 

 
 
 

 
1. Welcome and Introductions…………………………….………….…………Theresa Rossini  
 
 
2. Review  Agenda……………………….......................................................Theresa Rossini 
 
 
3. Approval of  November 15, 2012  EC Minutes………............…………….Theresa Rossini  
 
 
4. DDS Update…………………………….………………………….……………....Don Braeger 
 
 
5. Strategic Planning – Unfinished Standing Committee  

Work Discussion…………………………………………………………….Cheryl Treadwell 
 
 

6. Strategic Planning -  ICC Priorities Discussion…………………………….Cheryl Treadwell 
 
 
7. Lunch………………………………………………………………………..12:00 pm – 1:30 pm 

 
 

8. Resume Discussion …………………………………….……………………Cheryl Treadwell 
 
 
9. Committee Structure Discussion…………………………………………….Cheryl Treadwell 
 
 
10. Other Business………………………………………………………………...Theresa Rossini 
 
 
11. Adjournment (4:30 p.m.)……………………………………………………...Theresa Rossini 
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STATE INTERAGENCY COORDINATING COUNCIL 
JOINT ICC EXECUTIVE AND STANDING COMMITTEES MEETING 

 
THURSDAY, NOVEMBER 15, 2012 

 
 
 
MEMBERS PRESENT 
Theresa Rossini,* Acting Chair 
Don Braeger 
Toni Doman* 
Arleen Downing 
Gretchen Hester* 
Linda Landry* 
Marie Kanne Poulsen 
Debbie Sarmento* 
Elaine Fogel Schneider 
Cheryl Treadwell 
 
 
STAFF 
Anastacia Byrne-Reed,* ICC Coordinator, DDS 
Angela McGuire,* WebEx Host, WestEd 
Carolyn Walker, ICC Recorder, WestEd 
Patric Widmann, ICC Supervisor, DDS 
 
 
OTHERS PRESENT 
Refer to Attachment A for a list of other attendees. 
 
*Parent 
 
 
WELCOME AND INTRODUCTIONS 
Theresa Rossini welcomed everyone to the meeting at 1:32p.m.   
 
 
INITIAL ROLL CALL 
WestEd took the roll. 
 
 
REVIEW EXECUTIVE COMMITTEE AGENDA 
The agenda was approved with the following revisions: 

 Item 5 is now the Speech and Language Therapy Work Group discussion; 

 Item 7 is now the Under Representation and Outreach Work Group 
discussion; 
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 Item 8 is now Member Recruitment Summaries; 

 The ITCA Parent Leadership Award has been added to Other Business, as 
has ICC Annual Activities. 

 
 
APPROVAL OF SEPTEMBER 6, 2012 MINUTES 
The minutes were approved with the following corrections: 

 The ―Standing Committee Strategic Planning‖ title on page 35 in the ICC 
packet should read ―Standing Committee Reports.‖ 

 The second bullet on page 36 should be corrected to read: ―For the standard 
meetings, a two-day meeting is preferable to a one-day meeting.‖ 

 
 
SPEECH AND LANGUAGE THERAPY (SLT) WORK GROUP 
The SLT (work group) sent a draft proposal, for the inclusion of Speech and 
Language Pathology Assistants (SLPA) in the Early Start system, to ICC 
members for review.  In addition to the work group, members of the Speech, 
Language and Hearing Association, the director of the Speech and Language 
Pathology Assistant program at Pasadena City College, individuals from the field 
in both Northern and Southern California and professionals at DDS and WestEd 
contributed to the draft proposal.  Elaine offered a special thanks to DDS and 
WestEd for their contributions and support. 
 
Although Title 17 explicitly addresses speech and language pathologists, it does 
not address SLPAs; a professional level that came into existence after the Title 
17 regulations were already in place.  Consequently, each regional center 
interprets the role of SLPAs differently. 
 
To fill the gap and facilitate consistency in the use and work of SLPAs statewide, 
the draft proposal offers the definition,  training requirements , how best practices 
can be addressed, supervision requirements, licensing issues, and appropriate 
roles. 
 
The work group will meet  in December 2012 and  consider dissemination 
strategies for the document.   Final feedback is requested by Friday, November 
23, 2012 and  Anastacia Byrne-Reed of DDS will resend the draft document to 
the membership. 
 
The work group will submit the guidelines as an action item at the ICC February 
2013 meeting.   
 
 
DDS STATUS UPDATE 
Don Braeger reported on ICC travel and the status of the Part C application to 
OSEP.   
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 ICC Travel Update 
Don introduced Jim Knight, DDS Assistant Deputy Director, who joined the 
meeting to discuss ICC travel and face-to-face meetings.  Jim explained 
that although details are still being worked out regarding meeting costs the 
Department has approved a face-to-face two day meeting in February 
2013.   

 
Jim indicated that the Department would like to see a quorum at the 
February meeting to ensure that the ICC’s business can be accomplished.  
He said that although a quorum will not be a firm requirement, he would 
like to ask that the Council get a commitment for attendance at the 
February 2013 meeting from each of its  voting members.  

 
Jim  announced that the Department will research the status of  any 
pending applications that the Department has or should have received to 
encourage moving them through the process.   

 
A discussion ensued regarding the disposition of current and future travel funds; 
the status of state agency vacancies in relation to establishing a quorum; ICC 
members  taking responsibility for recruiting and encouraging membership; and 
the  exploring the attendance at previous meetings to better understand 
availability of funding  for future meetings.   
 
The ICC members reiterated a general consensus from the September meeting 
that Sacramento would be the most practical venue for holding a face-to-face 
meeting. 
 

 Part C Application Update 
DDS submitted the Part C Application to OSEP and has received it back 
from OSEP requesting  more information;  primarily regarding the system 
of payment, and services to special populations. 

 
Regarding system of payment, Don explained that the trailer bill 
addressed private insurance, but not public insurance, and that DDS is 
continuing to work through these issues.   
 
Regarding special populations, DDS is already serving those   
populations, infants and toddlers exposed to domestic violence, who are 
homeless, wards of the court, or are Native American.  The Department of 
Education has a designated staff member who works in the School 
Turnaround Office, which administrates the Homeless Education Program, 
and who will may become a state agency representative on the ICC.  This 
effort will be included in the state designee recruitment process.  
Language that includes this population has been in the regulations since 
2004.   
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Don stressed that there is no penalty or restrictions on funding as a result 
of submitting the application after the original April 16, 2012, deadline.  He 
further explained that rather than OSEP sending money to the states, the 
states draw down funds designated to them by OSEP and submit for 
reimbursement.  A state has up to 27 months to submit for reimbursement 
for any one grant year.   

 
A brief discussion ensued regarding the implications for intervention and 
outreach, on the part of providers for training. The state addresses these 
populations through its Child Find activities.  Patric Widmann informed the 
members that DDS is moving in that direction and is already providing training to 
coordinators of education for homeless children and youth, informing them about 
referral and outreach materials, such as the brochure Reasons for Concern. 
 
 
UNDER REPRESENTATION AND OUTREACH WORKGROUP 

 Recruitment Packet Status 
The Under-Representation and Outreach work group reported that its work 
is completed thanks to the materials developed by Angela McGuire, Linda 
Landry, Gretchen Hester and Julie Kingsley Widman.  The recruitment 
packet was disseminated to ICC members and community representatives 
and is on the DDS website as well. 
 

The group offered some further suggestions: 

 The application for community representatives will need updating if the 
current committee structure changes. 

 The first sentence should be changed to make it clear that the application to 
be a community representative is included in the packet. 

 
Members are encouraged to forward the information to interested parties.   
 

 Other Recruitment Activities 
Marie Poulsen will collect the names of representatives in various members’ 
districts. 

 
 
 
MEMBER RECRUITMENT SUMMARIES 
Marie led a discussion on the need for the proactive recruitment of parents and 
professionals—particularly those with children under the age of 12, with one 
parent with a child under the age of 6.  in order to be compliant to federal law.  All 
ICC members present reported on their recruitment efforts.  The importance of 
encouraging the Governor’s Office to take responsibility for making appointments 
was stressed.  Council members and community representatives made the 
commitment to contact the state legislators in their districts to request that they 
contact the Governor’s office on behalf of infants and toddlers and their families 
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in California.  Theresa Rossini and Gretchen Hester plan to meet with the 
Governor’s appointment secretary.    
 
Marie has been in contact with the newly formed California Infant Toddler 
Advocacy workgroup, which identified two Los Angeles State legislators who are 
infant/toddler advocates—Jimmy Gomez and Christina Garcia.  Marie will contact 
them.   
 
A follow-up action plan includes: 

 Marie , Theresa  and Arlene Downing will develop and disseminate talking 
points for use when contacting the State legislators; 

 ICC members and community representatives will send the name of the 
legislator(s) they contact and the legislator’s response to Marie  so we can 
map our cumulative effort; 

 Stacie Reed will disseminate information on how to access the materials that 
have been used for our newcomer orientation.  The packet can be printed 
and left with the State legislator’s office; 

 Gretchen Hester and Theresa will contact the Governor’s Office before 
February and report back to the Council; 

 Don will give the ICC feedback on DDS recruitment efforts. 
 
 
REVIEW NOVEMBER 16, 2012 ICC AGENDA 
Action Item 2013 Meeting Dates—Stacie will send an email announcing the 
proposed meeting dates. 
 
 
ICC SPECIAL PRESENTATIONS 

 University Center of Excellence in Developmental Disabilities at UC Davis 
Early Intervention Projects (November)—Due to a medical emergency of 
the presenter, this presentation has been cancelled and will be rescheduled 
for a future date. 

 Speech Therapy Work Group – New—(not addressed) 

 211 Information—(not addressed) 

 Resources for Managed Care—(not addressed) 
 
 
OTHER BUSINESS 

 2012 ITCA Parent Leadership Awardee—Diane Simon Smith, winner of last 
year’s California’s ICC Parent Leadership Award will be honored in 
February 2013 for her ITCA award. This will be formally announced at 
tomorrow’s ICC meeting.  

 2013 California’s ICC Parent Leadership Award Application—The 
application packet was sent to the community; nominations are due 
December 1, 2012. 
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 ICC Annual Activities Report 2011–2012—This will be an action item for a 
proxy vote via email with a deadline in early December.  An email will be 
forthcoming. 

 
 
CLOSING ROLL CALL 
WestEd took the closing roll. 
 
 
ADJOURNMENT 
Theresa Rossini adjourned the meeting at 3:30P.M.   
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EXECUTIVE COMMITTEE WEBEX MEETING PARTICIPANTS 

 
Thursday, November 15, 2012 

10:00A.M. - Noon 
 
 
 
COMMUNITY REPRESENTATIVES 

Brigitte Ammons 
Maurine Ballard-Rosa 
Fran Chasen 
Laurie Jordan 
Robin Millar 
Connie Moreland-Bishop 
Debbie Sarmento 
Sherry Torok 
Julie Kingsley Widman 
 
 
GUESTS 
Jim Knight, DDS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
DEPARTMENT LIAISONS 
Michael Miguelgorry 
Erin Paulsen 
Elise Parnes 
 
 
WESTED STAFF 
Monica Mathur-Kalluri 
Angela McGuire 
Stephanie Myers 
Virginia Reynolds 
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STATE OF CALIFORNIA 

 

 

 

PART C 

ANNUAL PERFORMANCE REPORT 

SUMMARY 

FOR FFY 2011 (2011-2012) 
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At the time this packet was developed, the Part C Annual 

Performance Report (APR) was still under the review and 

approval process by DDS management, and therefore, not 

ready to be included here.  The deadline to submit the 

APR to the Office of Special Education Programs (OSEP) 

is February 15, 2013.  Upon submission to OSEP, the 

APR will be made available for review on the Early Start 

Webpage for your review.     
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ICC General Meeting Activities 
Action Items-These are items or business that require 
approval by ICC Members  

Action Items 

 Approved 2011 Annual Activities Report which 
summarized advice and assistance provided to the 
lead agency during FFY 2011-2012. 

 Approved the ICC meeting dates for 2012. 

 Family Resource Center Network of California 
granted voting membership by the Council.  

 
 

Public Input 
 
 

Public input was received from parents, professionals 
and/or others interested in early intervention services.  
Input was documented and can be found in the ICC 
minutes.  Public input trends were analyzed and 
presented to the ICC for consideration. 
 
 
 

Family Resource Centers Network of California 
(FRCNCA) 

 Reported quarterly on various statewide family 
support activities.   

 Reported quarterly on Prevention Resource & 
Referral Service (PRRS) activities.   
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ICC General Meeting Activities (Continued) 
State Agency Reports on fiscal  and program policies 
affecting young children  

Agency reports centered around the budget crisis and the 
potential impact on services for young children.  Details 
are available in the ICC minutes.   
 

Special Presentations  
 
 
 
 
 

The following presentations were made to the ICC: 

 Through Your Child’s Eyes: American Sign 
Language-Presented by Nancy Sager, CDE. 

 Center for Social & Emotional Foundations in Early 
Learning-Presented by Linda Brault, New Part C 
Regulations-Presented by Jeannie Smalley, DDS. 

 Part C Annual Performance Report (APR) FFY 
2010-Presented by Erin Paulsen, DDS. 

 A Tour of the Early Start Report-Presented by  
Michele Donahue, DDS.   

 Office of Homeless Education-Presented by 
Leanne Wheeler, CDE.  

 

2011 ICC Parent Leadership Award - Annual 
recognition by the ICC of individuals who make a 
difference in their Early Start community. 

The recipient of the 2011-2012 ICC Parent Leadership 
Award was Diane Simon Smith.  Ms. Smith is a family 
therapist from Woodland Hills, CA, who specializes in 
marriage and family counseling to those families with  
infants and toddlers with developmental disabilities.  She 
is also the parent of two adult sons with developmental 
disabilities   This unique blend of professional and 
personal expertise made Ms. Smith the outstanding 
candidate for the award.   
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Executive Committee Activities 

Specific Priorities developed by the ICC over the 
course of FFY 2011-2012 included a combination of 
unfinished work from the FFY 2010-2011 strategic 
planning year and new items developed in  
FFY 2011-2012. 

Priority areas: 

 Data Collection and Analysis. 

 Child & Family Outcomes. 

 Issues:  Transition, Natural Environments, 
Surrogacy.  

 Comprehensive System of Personnel Development 

 ICC Recruitment. 

 New Part C Regulations. 
 

Strategic planning for Standing Committees-On 
10/28/2012, the new Part C Regulations were released.  
The ICC discussed strategic items related to the 
current state of the ICC.  

Identification of strategic items: 

 ICC outreach & recruitment needs. 

 Development of Speech and Language Pathology 
Assistant work group and best practices guidelines. 

 Restructuring of the standing committees to 
accommodate relevancy.   

 

Other Business Discussion & Activities: 

 Under Representation & Outreach Work Group 
made the following recommendations: 
o Appointed new ICC members and community 

representatives. 
o Added language to by-Laws addressing 

required attendance/participation. 
o Facilitate public input/participation… 
o Addressed barriers to/provide supports for 

participation. 
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Standing Committee Activities 

Policy Topics Committee (PTC) 
 

 

Discussions & Assignments: 

 Developed the draft document, Guidance for Early 
Start Service Coordinators to Request Authorization 
for Private Insurance.  This draft document was 
developed to provide guidance to service coordinators 
at the regional centers in assisting families in obtaining 
authorization from their (private) insurance companies 
for payment of Early Start services.  In the future, the 
document will be expanded upon to include a guide for 
parents and other individuals.  This draft document is 
currently under review.  Discussed strategies for 
disseminating information about the new PRRS to the 
community. 

 Developed 3-5 strategic items for ICC to focus on in 
FFY 2011-2012: 

o Recommended development of best practices 
guidance for regional centers on the appropriate 
use of Speech & Language Pathology 
Assistants (SLPAs) 

o Recommended recruitment strategies of 
parents to serve as members on the ICC. 

o Recommended review of new Part C 
regulations and the potential impact on the draft 
document: Guidance for Early Start Service 
Coordinators to Request Authorization for 
Private Insurance. 
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Standing Committee Activities (Continued) 

Child & Family Outcomes Committee (CFOC) Discussions & Assignments: 

 Continued focus on the following indicators to 
augment Annual Performance Report (APR): 

o Indicator 4 (Family Outcomes) 
o Indicator 7 (Timely Evaluation & 

Assessment) 
o Indicator 13 (Mediation Agreements) 

 Recommended that the Family Resource Center 
Network of California (FRCNCA) become a voting 
member on the Council. 

 Administrated Parent Leadership Award application 
process and selection of 2011 ICC Parent 
Leadership Award to Diane Simon Smith. 

 Reviewed recruitment & retention of ICC parent 
involvement and identified recruitment strategies. 

 Continued review of two programs serving the birth 
to three population, Prevention Program and 
PRRS. 

 Recommended that clarification be developed on 
the issue of consents governing the educational 
rights of children as they enter the foster care 
system.  

 Provided feedback on the ICC Annual Activities 
     Report for FFY 2010. 
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Standing Committee Activities (Continued) 

Quality Data Committee (QDC) Discussions & Assignments 

 Reviewed complaints and mediation (Indicators  
10 & 13) from APR.  Reviewed data trends to 
ascertain possible reasons for hearings. 

 Reviewed data trends surrounding PRRS.  

 Reviewed Early Start Report as a data source for 
the APR. 

 Review of diagnostic categories which qualify a 
child for Early Start services to formulate ideas 
about possible trends that exist in the data 
presented. 

 Viewed presentation by John Redman, DDS, who 
discussed the data collection methods used to build 
supporting data for APR Indicators 10 (Complaints) 
and 13 (Mediation). 

 Discussed new strategic items of ICC recruitment 
and development of Speech & Language Work 
Group. 

 Continued focused review of APR Indicators which 
govern social and emotional development: 

o Indicator 1 (Timely Services) 
o Indicator 7 (Timely Evaluation & 

Assessment) 
o Indicator 8 (Transition) 

 Reviewed Early Start Report in light of what is  
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Standing Committee Activities (Continued) 

Quality Data Committee (QDC)-Continued        currently being offered in training and  
       technical assistance needs and how feedback 
       can be included in on-line training courses and 
       institutes. 

 Reviewed and analyzed how the monitoring 
process has been modified with the advent 
of the Early Start Report. 

 Reviewed and provided feedback on draft 
ICC Public Input form.  

 

Qualified Personnel Committee (QPC) Discussions & Assignments: 

 Reviewed ongoing responsibilities related to 
Comprehensive System of Personnel 
Development: 

 Viewed and provided feedback on 
presentation by Angela McGuire, WestEd, 
on newly developed Early Start Foundations, 
an institute for participants of online training. 

 Recommended that infant/family mental 
health be considered for online training. 

 Reviewed and summarized monitoring  reports in 
light of what is currently being offered in training and 
technical assistance, and how feedback can be 
included in on-line training courses and institutes. 
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Standing Committee Activities (Continued) 

Qualified Personnel Committee (QPC)-Continued  Reviewed and summarized public input in   
light of what is currently being offered in 
training and technical assistance, and how 
feedback can be included in on-line training 
courses and institutes. 

 Discussed strategies to recruit ICC nominees and 
encourage Governor to make appointments 

 Reviewed and provided feedback on the draft ICC 
Public Input form.  

 Reviewed Early Start Report. 

 Reviewed and questioned how the  monitoring   
process has been modified with the advent of the  
Early Start Report 
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STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY Arnold Schwarzenegger, Governor 

 
 

               Interagency Coordinating Council on Early Intervention 

                 1600 Ninth Street, Room 330, Sacramento, CA  95814   
                           (916) 653-4017  ·  FAX (916) 654-3255  ·  TDD 654-2054 
 

February 17, 2009 
 
 

 Rick Ingraham, Part C Coordinator 
Children and Family Services Branch  
Department of Developmental Disabilities 
1600 9th Street, Room 330 
Sacramento, CA 95814 

 
Dear Mr. Ingraham, 
 
Enclosed are the State Interagency Coordinating Council on Early Intervention (ICC) 
2008 Priorities, Outcomes, and Recommendations to the Department of Developmental 
Services (DDS) approved at the ICC meeting on November 21, 2008. 
 
In January 2006, the ICC identified four areas of priority using input from parents and 
families, our professional partners, and the Lead agency to address community needs.  
The priority areas were assigned to the four ICC standing committees to develop 
recommendations for system improvements with measurable outcomes.  The Committee 
assignments were as follows: 
 
1. Outreach to health care professionals – Public Awareness Committee 
2. Social, emotional and behavioral well-being of young children and their families – 

Quality Service Delivery Systems Committee 
3. Special health care needs/managed care – Integrated Services and Health 

Committee 
4. Supports for young children and their families in natural environments – Family 

Resources and Supports Committee   
 

During the past three years, Committee members reviewed and analyzed extensive data 
on the Early Start service system and considered the needs of infants, toddlers and their 
families to develop the twenty (20) recommendations.  We hope that our work will be 
useful to DDS in making policy decisions and system changes.  We look forward to 
continuing to work with you and your staff to enhance and improve California’s Early Start 
program. 
 
Sincerely yours, 

 
RAYMOND M. PETERSON, M.D.  
ICC Chairperson 
 
Enclosure 
 
cc:  ICC members 
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INTERAGENCY COORDINATING COUNCIL ON EARLY INTERVENTION 

 2008 PRIORITIES, OUTCOMES AND RECOMMENDATIONS 
 
 
Priority:  Outreach to Healthcare Professionals (Public Awareness Committee) 
 
Measureable Outcome:  Early Start products and materials will increase access to support 

services as evidenced by increased early and appropriate referrals by targeted health 
care providers to regional centers, local education agencies and family resource centers. 

 
ICC Recommendation #1:  The Interagency Coordinating Council (ICC) recommends that a 

dissemination plan with strategies for local level distribution be developed by the 
Department of Developmental Services (DDS), with input from the Public Awareness 
Committee (PAC), for distribution of The Primary Health Care Provider’s Role in Early 
Intervention brochure and other Early Start materials to address potential referral sources 
that may be under-identifying young children, specifically those between 12-24 months of 
age. 

 
ICC Recommendation #2:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS) provide ongoing reports and/or data to the 
Public Awareness Committee (PAC) such as WestEd product dissemination, information 
from monitoring visits, child find efforts, primary referral sources, physician referrals, 
percentages served, languages spoken, Baby Line calls and other information to identify 
promising early entry strategies for program improvements. 

 
ICC Recommendation #3:  The Interagency Coordinating Council (ICC) recommends that the 

State of California home page and websites at partner State Departments and other 
entities, including but not limited to, Head Start/Early Head Start, regional centers and 
local education agencies, have a link to the Early Start home page housed on the 
Department of Developmental Services (DDS) website with a clear message that also 
identifies Early Start, specifying the age range from birth-3 years.   

 
ICC Recommendation #4:  The Interagency Coordinating Council (ICC) recommends that the 

Public Awareness Committee (PAC) be responsible for reviewing all Early Start outreach 
products and activities and advising the Department of Developmental Services (DDS) 
regarding the content and dissemination of future public awareness materials and child 
find efforts to ensure maximum benefits from all public awareness and child find efforts 
unless the Office of Special Education Programs (OSEP) mandates preclude the 
Committee review. 

 
 
 



APPROVED on 11/21/08 

72 
 

 

 
ICC 2008 RECOMMENDATIONS continued 
 
Priority:  Supports and Services to Enhance Social, Emotional, and Behavioral 

Development of Children Birth to Three and Their Families (Quality Service Delivery 
Systems Committee) 

 
Measureable Outcome:  To ensure that parental concerns regarding the social, emotional and 

behavioral development of their infants and toddlers are appropriately addressed, the 
QSDS Committee recommends that by 2010, 100% of children’s records reviewed 
through ES monitoring will show that 1) service providers/coordinators recognize social-
emotional-behavioral concerns that have been identified through family interview and a 
norm-referenced screening or assessment tool implemented upon referral and annually 
throughout the period of eligibility for Early Start service, and 2) service 
providers/coordinators appropriately respond to the concerns that have been identified. 

 
ICC Recommendation #5:  The Interagency Coordinating Council (ICC) recommends that the 
Department of Developmental Services (DDS) identify and evaluate reliable and appropriate 
screening and assessment tools, i.e., norm-referenced and focused on young children, birth-3, 
with disabilities or at-risk conditions, that address social, emotional and behavioral development 
of infants and toddlers. 
 
ICC Recommendation #6:  The Interagency Coordinating Council (ICC) recommends that the 
Department of Developmental Services (DDS) supports the infusion of Core Provider infant 
family mental health competencies, as identified in the ICC’s recommended 2008-09 Early Start 
Personnel Model (ESPM) revision, into Early Start Comprehensive System of Personnel 
Development (CSPD) training institutes. Curriculum content on social-emotional-behavioral 
development will include 1) How to provide anticipatory developmental guidance, and 2) How to 
recognize and respond to social, emotional and behavioral concerns. 
 
ICC Recommendation #7:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS), with the assistance of the ICC, design and 
pilot a profile of local partner agency services and supports relating to screening, referral, 
intervention, and treatment offered to families who express concern regarding the social, 
emotional, and behavioral development of their infants and toddlers. 

 
ICC Recommendation #8:  The Interagency Coordinating Council (ICC) recommends that the 
Department of Developmental Services (DDS), in conjunction with the ICC, collect and 
disseminate strategies to cross-train state and local Early Start partner agencies about services 
and supports available for parents who express concerns about the social, emotional, and 
behavioral development of their infants and toddlers. 
 
ICC Recommendation #9:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS) compile and track data about social-
emotional and behavioral functioning via processes such as Early Start monitoring, for 
example, add item/s to self-review, record review checklists, and establish baseline, 
and/or analyze/track progress. 

 
ICC Recommendation #10:  The Interagency Coordinating Council (ICC) recommends that the 
Department of Developmental Services (DDS), in coordination with the Quality Services and 
Delivery Systems (QSDS) Committee and the Public Awareness Committee (PAC), collaborate 
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with the First 5 Association to review and disseminate the California Early Childhood Social-
Emotional Health System Development Project workgroup materials for appropriate use by 
Early Start. 
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ICC 2008 RECOMMENDATIONS continued 
 
Priority:  Special Health Care Needs/Managed Care (Integrated Services & Health 

Committee) 
 
Measurable Outcome:  Improve access to health care and early intervention services for 

eligible infants and toddlers with special health care needs by ensuring that A) Reasons 
for delays in timely service provision for children with special health care needs enrolled in 
managed care programs are identified and resolved, B) Records reviewed during 
monitoring indicate that strategies to support parent participation in activities designed to 
enhance their ability to meet their child’s developmental needs, including respite, are 
discussed and included in the IFSP and that indicated service authorizations are present, 
C) Enhanced promotion of training opportunities, information and resources related to the 
inclusion of children with special health care needs targeted to early care and education 
providers as evidenced through TTAC minutes, D) All children referred with hearing loss 
will have an eligibility determination for Early Start within 45 days of referral, and E) All ES 
service coordinators receive comprehensive local or regional training/workshops on 
comprehensive health status review practices and procedures within 18 months of hire 
date. 

 
ICC Recommendation #11:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS) promote as best practice that the Early 
Start agencies develop or update coordination plans to increase the number of 
designated liaisons across the system who interface regularly with 1) Fee-for-Service 
Medi-Cal and Medi-Cal Managed Care providers, and 2) Local managed care 
collaborations focused on health care issues (i.e., roundtables, case conferences, etc.). 

 
ICC Recommendation #12:  The Interagency Coordinating Council (ICC) recommends that care 

coordination plans be utilized to 1) Document (e.g., survey) conflicts and delays in service 
provision during previous fiscal year (baseline), 2) Document activities (care coordination 
agendas/minutes/interagency agreements, etc.), 3) Self-monitor progress (service 
implementation dates following referral, changes in local procedures, etc.), and 4) 
Facilitate comprehensive exchange of information between Early Start agencies and 
Health Care providers (i.e., timely sharing of medical records and Individualized Family 
Service Plans to Primary Health Care Providers). 

 
ICC Recommendation #13:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS) request that the Training and Technical 
Assistance Collaborative (TTAC) identify options for training to early care and education 
providers in order to promote inclusive practices for children with special health care 
needs. 

 
ICC Recommendation #14:  The Interagency Coordinating Council (ICC) recommends that a 

regional pilot effort be initiated for establishing a data collection methodology to be 
developed with the Department of Developmental Services (DDS), the California 
Department of Education (CDE), and the Department of Health Care Services (DHCS) for 
establishing a baseline and for collecting and tracking referral and eligibility information on 
children who are identified as having hearing loss and are referred for Early Start services, 
including 1) Date of referral, 2) Date of eligibility determination, 3) Reasons for delays in 
eligibility determination, and 4) Documentation regarding children lost to the system 
following referral. 
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ICC 2008 RECOMMENDATIONS continued 
 
ICC Recommendation #15:  The Interagency Coordinating Council (ICC) recommends that as 

an additional option to attending Early Start Institutes, Early Start Comprehensive System 
of Personnel Development (CSPD) local training grants be marketed to encourage local 
collaborative training on health status review practices and procedures to include 1) 
Utilizing Early Start Service Coordinator’s Handbook, Section 11, The Health Status 
Review, 2) Performing and documenting a comprehensive health status review, 3) 
Utilizing the Health Status Review as a service coordination tool, 4) Identifying health-
related service and support needs, 5) Developing health-related service and support 
outcomes, 6) Collaborating strategies, 7) Appropriately utilizing Generic and Other health 
care service providers, 8) Exchanging information with providers (e.g., Individualized 
Family Service Plan sent to the Primary Health Care Provider), and 9) Outreach to and 
disseminating information to the medical community. 

 
ICC Recommendation #16:  The Interagency Coordinating Council (ICC) recommends that 

agencies coordinating local or regional trainings/workshops on comprehensive health 
status review practices and procedures, publish local training timetable, curricula, and 
attendance for review and confirmation during monitoring. 
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ICC 2008 RECOMMENDATIONS continued 
 
Priority:  Supports for Children and their Families in Natural Environments as indicated 

by the Individualized Family Service Plan (Family Resources & Supports Committee) 
 
Measurable Outcomes:  Early Intervention agency staff and families will have increased 

access to information on respite as a family support service provided through California 
Early Start and the regional center system;  

Families will have the opportunity to discuss awareness of respite service and use and 
Service Coordinators will demonstrate increased ability to assess families’ respite needs; 
and 

Alternative methods of distributing the Service Coordinator’s Handbook will be 
implemented. 

 
ICC Recommendation #17:  The Interagency Coordinating Council (ICC) recommends that 

respite information be included in, but not be limited to, the Early Start Institutes, Service 
Coordinator’s Handbook, Family Resource Centers Network of California (FRCNCA) 
resources, Regional Center Resources, and Family Support Guidelines. 

 
ICC Recommendation #18:  The Interagency Coordinating Council (ICC) recommends that 

detailed information about the different types of respite services be included in the Service 
Coordinator’s Handbook as part of family support services (information may include 
Respite Issue paper, evidence-based practice, existing information at the local level and 
other pertinent information as deemed necessary). 

 
ICC Recommendation #19:  The Interagency Coordinating Council (ICC) recommends that the 

Department of Developmental Services (DDS) continue to pursue alternative ways to 
distribute the Service Coordinator’s Handbook via website and online trainings. 

 
ICC Recommendation #20:  The Interagency Coordinating Council (ICC) recommends that 

Early Start focused monitoring activities and other varied activities (i.e., National Center for 
Special Education Accountability and Monitoring [NCSEAM], surveys, phone calls, etc.) 
review the assessment of the families’ concerns, priorities, and resources to assess 
knowledge of respite and the usage of respite services in Early Start. This process shall 
include parents, Service Coordinators, and Early Start Family Resource Centers. 
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STATE OF CALIFORNIA- PERSONNEL ADMINISTRATION 

TRAVEL EXPENSE CLAIM 
STD. 262 (REV. 7/2005) 

CLAIMANT'S NAME 

POSITION 

ICC 
RESIDENCE ADDRESS ' 

CITY STATE 

See Instructions and *Privacy 
Statement On Reverse Side 

I CB/ID No. 

ZIP CODE 

SSN or EMPLOYEE NUMBER' 

DIVISION or BUREAU 

CSSD/CFSB/ICC 
HEA,DQUARTERS ADDRESS 

1600 9TH STREET, RM 330 
CITY 

SACRAMENTO 

Page __ I_ of __ 1_ Pages 

DEPARTMENT 

Developmental Services 

STATE 

CA 

INDEX NUMBER 

9232 
TELEPHONE NUMBER 

(916) 654-1596 
ZIP CODE 

95814 

(1) MONTH/YEAR (
3

) (4) (5) MEALS (6) (7) TRANSPORTATION (8) (9) 

(2) 

DATE TIME 

LOCATION 
WHERE EXPENSES 
WERE INCURRED BREAK-

LODGING FAST 

O.T., UT, (A) (B) 
N/C, RELO. INCIDEN- COST OF TYPE 

LUNCH OR TALS TRANS. USED 
DINNER 

(C) 
CARFARE, 

TOLLS, 
PARKING 

0.00 1 
SUBTOTALS 0.00 0.00 1 0.00 0.001 0.001 0.00 

(10) 

COLUMN CODE (ACCTG_.USE ONLY) ·. ·:.: .. : ·,, ·.·. I 

CLAIM TOTAL 

(11) PURPOSE OF TRIP, REMARKS AND DETAILS (AIIach receipts/vouchers when required) 

TO ATTEND ICC MEETING IN _______ _ 

ON THE FOLLOWING DATE(S) ______ _ 

CLAIMANT IS AN: _ICC MEMEBER _PARENT SERVING 

TN AN ADVISORY CAPACITY AS REQUIRED UNDER PART C OF IDEA 

(15) I HEREBY CERTIFY That the above is a lrue statement of the travel expenses incurred by me in accordance with DPA rules in the service of the State 
of California. If a privately owned vehicle was used, and if mileage rates exceed the minimum rate, I certify that the cost of operating the vehicle was 
equal to or greater than the rate claimed, and that I have met the requirements as prescribed by SAM Seciions 0750, 0751, 0752, 0753 and 0754 

(D) TOTAL 
PRIVATE CAR USE BUSINESS EXPENSES 

f---.----1 EXPENSE FOR DAY 
MILES AMOUNT 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0 0.00 1 o.ool 
: 

(12) NORMAL WORK HOURS 

8am-5pm 

I 

0.00 

o:oo 

0.00 

0.00 

o:oo 

o:oo 

o:oo 

o,oo 

0:00 

0:00 

0;00 

0;00 

0.00 

0.00 

o:oo 

(13) PRIVATE VEHICLE LICENSE NUMBER 

(14) MILEAGE RATE CLAIMED 

0.565 

AGENCY ACCOUNTING OFFICE 
USE ONLY 

PAID BY REVOLVING FUND CHECK NUMBER 

pertaining to vehicle safety and seat belt usage. I 
:IMANT'S SIGNATURE DATE I :SIGNATURE OF OFFICER APPROVING TRAVEL AND PAYMENT DATE 

(17) SPECIAL EXPENSE AUTHORIZATION- SIGNATURE and TITLE (See ffem 17 an reverse) DATE 
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STATE OF CALIFORNIA- PERSONNEL ADMINISTRATION 

TRAVEL EXPENSE CLAIM 
STD. 262 (REV. 7/2005) 

INSTRUCTIONS 
Expense accounts are to be submitted at least once a month and not more oflen than twice a month, except where the amount claimed is less than $10, the claim need not be submiued until it exceeds $10 or 
until June 30, whichever occurs first. Requests for reimbursement of out-of-state travel expenses must be claimed separately. Requests for reimbursement of travel expenses which are incurred in different 
fiscal years must be claimed separately. A brief statement, one line if possible, of the purpose or objective, of the trip must be entered on the line immediately below the last entry for each trip. If the claim is 
for several trips for the same purpose or objective, one statement will suffice for those trips. Vouchers which are required in support of various expenses must be arranged in chronological order and attached 
to the claim. Each voucher must show the date, cost, and nature of the expense. 

MULTIPLE PAGES-If your claim is more than one page, indicate page number and total number of pages. DO NOT total each page. Use subtotals and enter the total amount of the claim on the last page of 
the claim in the space for "TOTALS" and "CLAIM TOTAL." 

COLUMN ENTRIES 
(I) MONTH/YEAR-Enter numerical designation of month and last two digits of the year in which 

the first expenses shown on the form were incurred. 

(2) DATErfiME-Enter date and time of departure on the appropriate line using twenty-four-hour 
clock (example: 1700 = 5:00 p.m.). Show time of departure on date of departure, show time of 
return on the date of return. If departure and return are on the same date, enter departure time 
above and return time below on the same line. Where the first date shown is a continuation of 
trip, enter "Continuing" above that date, and where a trip is continuing beyond the last date 
shown, write "Continuing" after the last date. 

(3) LOCATIONS WHERE EXPENSES WERE INCURRED-Enter the name of the city, town, or 
location where expenses were incurred. Abbreviations may be used. 

(4) LODGING-Enter the actual cost of the lodging in accordance with and not to exceed the 
maximum amount authorized by cu1Tent Departmem of Personnel Administration (DPA) 
regulmions and bargaining agreements. A receipt is required for any lodging expense. 

(5) MEALS-Emer the actual cost of each meal not to exceed the maximum amount for each meal as 
mnhorized by current DPA regulations and in accordance with bargaining agreements. Dinner 
column is to be used to claim dinner on regular travel, ovenime meals, and long term and 
relocation daily meal expenses. Receipts for meals must be maintained by the employee as 
substantiation that the amount claimed was not in excess of the amount of actual expense. 

OVERTIME MEAL AND BUSINESS RELATED MEAL-Enter the actual cost of the meal not 
to exceed the maximum amount authorized by current DPA regulations, and bargaining 
agreements. Refer to DPA Management Memos for receipt requirements. 

(6) INCIDENTALS-The term incidentals includes, but is not limited to, expenses for laundry, 
cleaning and pressing of clothing, and fees and tips for services, such as for porters and baggage 
carriers. It does not include taxicab fares, lodging taxes or the costs of telegrams dr telephone 
calls. Enter the total actual cost of incidentals not to exceed the maximum amount authorized by 
current DPA regulations and agreements. 

(7) TRANSPORTATION-Purchase the least expensive round-trip or special rate ticket available. 
Otherwise the difference will be deducted from the claim. If you travel between the same points 
without using round-trip tickets, an explanation should be given. 

(A) COST OF TRANSPORTATION-Enter the cost of purchased transportation. Show how 
transportation was obtained if fare was not purchased for cash. Us~ "CC'' 'for credit card and 
"C" for cash. If transportation was paid by the State, enter method of payment only. Use 
"SCC" for State credit card, "TO" for ticket order or "BSA" for billed to State agency. Attach 
all passenger coupons and ticket order stubs including the unused portion of tickets, other 
credit documents or premiums, where credits or refunds are due to the State. 

(B) TYPE OF TRANSPORTATION USED-Enter method of transportation used. Use "R" for 
railway, "B" for bus, airponer, light rail, or BART, "A" for scheduled commercial airline, 
"RA" for renwl aircraft, "DA" for depanment-owned aircraft, "PA" for privately owned 
aircraft, "PC" for privately owned car, truck or other privately owned vehicles, "SV" for 
specially equipped vehicle for the handicapped, "SC" for State vehicles, "RC" for rental 
vehicles, "T" for taxi, and "BJ" for bicycle. Supervisors shull not authorize the use of 
motorcycles on officic.JI State business, and no reimbursement will be allowed for 
motorcycles. 

(C) CAR FARE, TOLLS, AND PARKJNG-Enter streetcar, ferry, local rapid transit, taxi, 
shuttle or hotel-bus fares, bridge and road tolls, and parking charges; attach a voucher for 
any parking charge in excess of $10.00 for any one continuous period of parking and each 
item of expense in this item. 

·(D) PRIVATE CAR USE-Enter number of miles traveled and amount due for mileage for the 
use of privately owned automobiles as authorized by current agreements and DPA 
regulations 599.63 I. 

(8) BUSINESS EXPENSE-Claims for phone calls must include the place and party called. If 
charge exceeds $5.00, support by vouchers or other evidence. Emergency purchases of 
equipment, clothing or supplies, travel expenses of inmates, wards, or patients of institutions, 
and all other charges in excess of $1.00 require receipts and an explanation. 

(9) ENTER TOTAL EXPENSES FOR DAY 

(10) ENTER SUBTOTALS OR TOTALS 

(II) PURPOSE OF TRIP, REMARKS OR DETAILS-Explain need for travel and any unusual 
expenses. Enter detail or explanation of irems in other columns, if necessary. Vouchers must be 
provided for any miscellaneous item of expense. 

(12) NORMAL WORK HOURS-Enter your beginning and ending normal work hours using 
twenty-four-hour clock (example: 0800 =8:00a.m.). 

(13) PRIVATE VEHICLE LICENSE NUMBER-Enter license number of the privately owned· 
vehicle used on official Stale business. To claim reimbursement, you must have met the 
requirements as prescribed by SAM Sections 0751, 0752 and 0753 pertaining to operator 
requirements, vehicle safety, seat belt usage and authorization. 

(14) MILEAGE RATE CLAIMED-Enter the rate of reimbursement being claimed for private 
vehicle use. Rate will not exceed rate established in contracts and DPA rule 599.631 

(15) CLAIMANT'S CERTIFICATION AND SIGNATURE-Your signature certifies that expenses 
claimed were actually incurred as a result of conducting state business and that the cost of 
operating the vehicle is at or above the rate claimed. 

(16) SIGNATURE OF OFFICER APPROVING PAYMENT-Certifies and authorizes travel; 
approves expenses as incurred on State business. 

(17) SIGNATURE OF AUTHORITY FOR SPECIAL EXPENSES-When a claim for conference or 
convention expense under Sections 599.635 and 599.635.1 of the DPA regulations and detailed 
in SAM Section 0724 is included, or when reimbursement of a business expense exceeds $25.00 
or when reimbursement for Bar dues or license fees is included, the signature of the approving 
officer is required, either on a sepan1te document attached to this claim or by signature in this 
block. 

*PRIVACY STATEMENT 
The Information Practices Act of 1977 (Civil Code Section 1798.17) and the Federal Privacy Act (Public Law 93-579) require that the following notice be provided when collecting personal information from 
individuals. 

AGENCY NAME: Appointing powers and the State Controller's Office (SCO). 

UNITS RESPONSIBLE FOR MAINTENANCE: The accounting office within each appointing power and the Audits Division, SCO, 330I C Street, Room 404, Sacramento, CA 95816. 

AUTHORITY: The reimbursement of travel expenses is governed by Government Code Sections J9815.4(d), l98I6, and 19820. These sections allow the Department of Personnel Administration (DPA) to 
establish rules and regulations which define the amount, time, and place that expenses and allowances may be paid to representatives of the State while on State business. 

PURPOSE: The information you furnish will allow the above-named agencies to reimburse you for expenses you incur while on official State business. 

OTHER INFORMATION: While your social security account number (SSAN) and home address are voluntary infonnation under Civil Code Section I798.I7, the absence of this information may cause 
payment of your claim to be delayed or rejected. You should contact your department's Accounting Office to determine the necessity for this information. 
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WORKSHEET FOR CLAIMING TRAVEL EXPENSES 
 
This form is for identifying the travel expenses for which you are claiming reimbursement.  Complete this form, sign the Travel 

Expense Claim – STD 262 (on the last line of the form) and provide the last four digits of your social (top of the form), leave the 
rest of the form blank, and submit both forms to Patric Widmann, Department of Developmental Services, Children & Family 

Services Branch, Interagency Coordinating Council, 1600 Ninth Street, Room 330, Sacramento, CA 95814.  Reimbursement for 
expenses is limited to the amounts and by the conditions specified in the Summary of Allowed Travel Expenses which you have 
received.  We will complete and submit your Travel Expense Claim form based on the information you provide. Please include 
Travel Claim Expense form with original signature and the last four digits of your social security number. Please attach all original 
receipts (including airline itinerary) except those incurred for meals (keep those for your records).   
 
ICC Member Completes: 
 
Left Home: __________________________________________________________________________________________ 
  Date     Time      am / pm  (circle one) 
 
Returned: __________________________________________________________________________________________ 
  Date     Time      am / pm  (circle one) 

 

PLEASE ATTACH ORIGINAL RECEIPTS 
 

Airline Receipt (RECEIPT REQUIRED, even if prepaid) PREPAID BY ICC/DDS_____ PAID_____ (check one) $ 
 

 

Miles Traveled by Own Car ______ at 0.565 cents per mile $ 
 

Car Rental Receipt (RECEIPT REQUIRED, even if prepaid) PREPAID BY ICC/DDS_____ PAID_____ (check one) $ 
 

Lodging Receipt (must have original lodging receipt with a “0” balance) $ 
 

Taxi or Shuttle (over $10.00, include receipts) $ 
 

Parking and Bridge Tolls (over $10.00, include receipts) $ 
 

Child Care Receipt (ICC parent representative) $ 
 

Miscellaneous Expense (need receipt[s]) $ 
 

MEALS (NO RECEIPTS NEEDED)  
 

DATE 
 

BREAKFAST ($6) 
 

LUNCH ($10) 
 

DINNER ($18) 
 

MEAL TOTALS 
 

 
 

$ 
 

$ 
 

$ 
 

$ 
 

 
 

$ 
 

$ 
 

$ 
 

$ 
 

 
 

$ 
 

$ 
 

$ 
 

$ 
 

EXPENSE GRAND TOTAL $ 

 
________________________________________________    ________________________________ 
ICC Member Name Print or Type last four of SSN#                       Signature 

 
________________________________________________    ________________________________ 
Telephone          Car License Plate Number 

 
_______________________________________________________________________________________________________ 
Street Address                                                   City                                                       State                      Zip Code 

 
_______________________________________________    ________________________________ 
Location of Meeting         Purpose of Meeting 
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  INTERAGENCY COORDINATING COUNCIL ON EARLY INTERVENTION 
SUMMARY OF ALLOWED TRAVEL EXPENSES 

 
ICC Members will be reimbursed for the actual cost, up to the maximum 
allowance, for each meal, lodging, and incidental expense for each complete 24 
hours of travel.  Original receipts with zero balance are required to substantiate 
actual lodging expenses. 
 
The State of California has policies and regulations regarding expenditure of 
state funds on travel, which includes transportation, meals, and lodging.  The 
following are the allowances and travel reimbursement rates approved by the 
Department of Personnel Administration.  If in doubt about any expense, 
consult with ICC Staff Manager prior to incurring expense.   

 
MEALS 

It is important to remember there are NO FLAT RATE reimbursements.  All 
meals claimed are to be for the actual amount of expense, up to the maximum 
allowed.  Since no provision requires submission of meal receipts, it is the 
traveler’s responsibility to retain receipts and other records of expense in case of 
an audit.  No lunch or incidental may be claimed on trips of LESS than 24 
hours. 

BREAKFAST Up to $6.00                    May be claimed for a trip that begins 
at or before 6:00 a.m. and ends after 
8:00 a.m. 

LUNCH Up to $10.00 May be claimed for a trip that begins 
at or before 11:00 a.m. and ends at or 
after 2:00 p.m. on the following day. 

DINNER Up to $18.00 May be claimed for trips that begin at 
or before 5:00 p.m. and end at or after 
7:00 p.m. 

INCIDENTALS Up to $6.00 May be claimed for trips over 24 
hours. 

      

LODGING 
Travel must be 50 miles or more from home to claim lodging expense.   

MOST COUNTIES IN  
CALIFORNIA 

Actual cost of lodging up to $84.00 per night, 
plus taxes.  Requires submission or receipt. 

LOS ANGELES AND 
SAN DIEGO COUNTIES 

Actual cost of lodging up to $110.00 per 
night, plus taxes.  Requires submission of 
receipt. 

SAN FRANCISCO, SAN MATEO, 
SANTA CLARA, AND ALAMEDA 
COUNTIES 

Actual cost of lodging up to $140.00 per 
night, plus taxes.  Requires submission of 
receipt. 

 
TRANSPORTATION 

Please choose the most economical method of travel.  A personal car or rental 
car may be used in lieu of other transportation options if it is more cost effective.  



82 

 

Any use of a rental car requires prior authorization by the ICC Staff 
Manager. 
 

AIRLINE All flights are booked thru Southwest Airlines. 
Privately arranged airline travel to and from the 
meeting will be reimbursed for actual costs, up to a 
maximum of the cost of state contracted airline travel.  
Southwest air flights must be arranged according 
to SWABIZ procedures. Please contact ICC 
Coordinator for more information. 

PERSONAL  
CAR 

Actual mileage to and from the meeting will be 
reimbursed at 0.565 cents per mile with the maximum 
allowance up to the cost of state contracted airline 
transportation.  Your automobile license number will 
need to be listed on your travel claim form. 
 
Actual mileage to and from the airport will be 
reimbursed at 0.565 cents per mile. 

TAXI/SHUTTLE 
SERVICE 

Fare plus 15% tip is allowed.  Requires submission of 
original receipt. 

CAR RENTAL  Actual rental cost, with original receipt, is reimbursed 
with prior approval.  No reimbursement will be made 
for the purchase of a damage waiver (collision 
insurance) or “PEC” (Personal Effects Coverage).  
Gas reimbursed with original receipt. 

PARKING Receipts are required for reimbursement of any 
amount over $10.00.  Airport parking cannot 
exceed the economy, long term rate. 

 
GENERAL TRAVEL ARRANGEMENTS 

ICC Members must arrange airline travel through www.swabix.com or by calling 
(800) 435-9792.  Please submit your travel needs no later than three weeks prior to 
the ICC meeting.  You will need the following information:  
 

 Your name and fax number 
 State that you are traveling under Department of Developmental 

Services/Interagency Coordinating Council 
 Billing Code 86232 
 Destination details 
 

It is not necessary to show the airfare cost on your travel worksheet for travel 
arranged through STS, however you must submit your itinerary with your Travel 
Expense Claim. 
 

http://www.swabix.com/
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CHILD CARE REIMBURSEMENT 
ICC Members who are a parent of a child with special needs may claim 
reasonable childcare costs for meeting attendance by submitting a signed receipt 
(including child’s name, dates, number of hours and cost per hour) from the 
provider.   
 

TRAVEL ADVANCES 
Travel advances are available to ICC Members by contacting the ICC 
Coordinator Anastacia Byrne-Reed at (916) 654-1590 or AReed2@dds.ca.gov 
Advances may be used to secure your room deposit as well as other travel 
expenses.  Please request a travel advance no later than three weeks prior to 
travel to allow time for processing and mailing of the advance to you. Travel 
advances must be cleared within two months of use by submitting a travel 
expense claim or remitting payment for the remaining balance.  Following the 
meeting, a Travel Expense Claim must be submitted to clear the advance before 
another advance can be issued. 
 

SWABIZ 
Effective July 1, 2006, Southwest Airlines (SWA) will no longer provide 
contracted fares through travel agencies. Therefore, in order to receive the state 
contracted fares, SWA flight reservations cannot be made through Sacramento 
Travel Agency and must be made online. The SWA website for making 
reservations is www.SWABIZ.com or call Toll Free 800/435-9792. 
  

To make online reservations, each traveler must establish a Rapids Reward 
Account before a reservation can be made.  The Rapid Rewards number is  
214/792-4223.   

  

http://www.swabiz.com/
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Instructions for STD. 236 Hotel/Motel Transient Tax Waiver 
 
 
Fill out the attached Use STD. 236 to get your Hotel/Motel Transient Occupancy 
Tax Waived.  Please note that not all hotel motel-operators will honor this form as 
they are not mandated to do so.  
 
Print or type in the following fields 
 

 Date 

 Hotel/Motel Name 

 Hotel/Motel Address 

 Occupancy Dates 

 Amount Paid  

 Traveler’s Name 

 Executed At 

 Traveler’s Signature 

 Date Signed  
 
Provide Hotel/Motel Operator with a copy for their records.  
 
If you should have any questions, please call Patric Widmann at 916/654-3722 or 
Anastacia Byrne-Reed at 916-/654-1596.  



STATE OF CALIFORNIA 

HOTEL/MOTEL TRANSIENT OCCUPANCYTAXWAIVER 
(EXEMPTION CERTIFICATE FOR STATE AGENCIES) 
STD. 236 (NEW 9-91) 

HOTEL/MOTEL OPERA TOR: RETAIN THIS WAIVER FOR YOUR FILES TO SUBSTANTIATE YOUR REPORTS. 

PARTICIPATION BY OPERA TORS IS STRICTLY VOLUNTARY 

HOTELf MOTEL NAME 

TO: 
HOTEL I MOTEL ADDRESS(Number. Street. City. State, ZIP Code) 

DATE EXECUTED 

This is to certify that I, the undersigned traveler, am a representative or employee of the State agency 
indicated below; that the charges for the occupancy at the above establishment on the dates set forth 
below have been, or will be paid for by the State of California; and that such charges are incurred in the 
performance of my official duties as a representative or employee of the State of California. 

OCCUPANCY DATE(S) I ~MOUNT PAID 

STATE AGENCY NAME 

HEADQUARTERS ADDRESS 

TRAVELER'S NAME(Printedor Typed) 

I hereby declare under the penalty of perjury that the foregoing statements are true and correct. 

EXECUTED AT: (City) TRAVELER'S SIGNATURE DATE SIGNED 

, CALIFORNIA 
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